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MAINE MENTAL HEALTH ANNUAL REVIEW AND PROGRESS REPORT 
1977 
STATE OF MAINE 
DEPARTMENT OF MENTAL HEALTH AND CORRECTIONS 
George A. Zitnay, Commissioner 
Staff: Charles Acker, Ph.D., Evaluation Coordinator 
Marya Faust, M.S.W., Director, Children's Services 
Lorraine LeClair, Clerk Stenographer 
Frank Schiller, B.A., Planning Associate 
Chase Whittenberger, M,A.T., Planning Associate 
Department of Mental Health & Corrections 
State Office Bw'/ding Telephone (201) 289-J/61 
GEORGE A.ZITNAY, Commissioner 
Governor James B. Longley 
State House 
Augusta, Maine 04333 
Dear Governor Longley: 
July 1, 1977 
Augusta,Mame 04JJJ 
I am pleased to transmit to you a copy of the 1977 Maine Mental 
Health Plan Annual Review and Progress Report. This document will 
be submitted to the Secretary of Health, Education and Welfare in 
compliance with requirements of the Public Health Services and 
Community Mental Health Centers Act subsequent to public distribution 
and a series of four public hearings scheduled for July 11 - 13. 
This plan provides documentation of significant achievements 
of the mental health system in increasing the quality and level of 
services for children, and in increasing the accountability of 
mental health provider agencies. It also serves this Department 
as a mechanism for soliciting comments on public expectations and 
review criteria for the mental health system. 
I appreciate your personal concern and active participation in 
the resolution of issues related to effective and efficient provision 
of needed mental health services, and respectfully request your 
comments and endorsement of the Maine Mental Health Plan Annual 
Review and Progress Report. 
GAZ/lyl 
Sincerely, 
George A. Zitnay 
Commissioner 
Departn1Qnt of Mental I·-Iealth & Corrections 
State Ojjice !Juikliiig 
GEORGE A.ZITNAY. Commissioner 
Allen G. Pease, Director 
State Planning Office 
184 State Street 
Augusta, Maine 04333 
Dear Mr. Pease: 
l'elepho11e (201) 28.9-.J/G/ /\ugusui, ,Hauze O /.J.J.J 
June 23, 1977 
I am pleased to transmit to you a copy of the 1977 Maine 
Mental Health Plan Annual Review and Progress Report for review, 
comment and endor6ement by the State Planning Office. This 
document was prepared in eompliance with the Public Health Service 
and Community Mental Health Centers Ac~. This material also 
descriptively documents significant achievements of the. Maine 
mental health system over the last year and provides the framework 
through which providers, social institutions and the general 
public can make their expectations and review criteria known to 
the Department. 
I appreciate the ongoing coordination between this Department 
and the State Planning Office and look forward to your endorsement 
of this Annual Review and Progress Report. 
Sincerely, 
q,(_ r?<t .. - a. sl~-(-
George A. Zitnay ~ 
Commissioner 
GAZ/lyl 
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PREFACE 
As Maine's officially designated mental health authority, the Department 
of Mental Health and Corrections has prepared this Annual Review and Progress 
Report in compliance with requirements of the Public Health Service and 
Community Mental Health Centers Acts. Beyond meeting these federal mandates, 
this material descriptively documents significant achievements of Maine's 
mental health system over the last year, provides an indication of future 
program development and also provides the framework through which consumers, 
providers and social institutions can make their expectations and review 
criteria known to the Department. 
Maine's mental health system began in 1840 with the opening of the 
Augusta Mental Health Institute, then known as the Maine Asylum for the 
Insane. The state's second state mental health hospital, the Bangor Mental 
Health Institute, opened in 1901. During the 1950 1 s these institutes 
developed outpatient clinics or family counseling clinics in several areas 
of the state. The two institutions have, over the last two decades, been 
joined by eight community mental health centers which each provide comprehensive 
. programs to all residents of Maine through eight catchment areas. 
The 1976 Maine Mental Health Plan was the first overall effort of its 
kind since 1970. The purposes of the 1976 Plan were to comply with new 
federal legislation and regulations, and to begin development of an ongoing 
comprehensive planning process. This Annual Review and Implementation Report 
follows the same outline as the 1976 Plan and focuses on efforts to more 
adequately meet the special mental health needs of children and to establish 
increased accountability for expenditures. 
This document reflects major achievements by the Department of Mental 
Health and Corrections in: 1) implementing several measures to assure 
quality of services, 2) developing a specific unit responsible for long-range 
planning, program development and administrative coordination of children's 
services, 3) improved capacity for long-range mental health planning, 
4) implementation of equitable needs assessment and funding allocation 
procedures, 5) further development of a comprehensive Maine Mental Health 
Information System (MEMHIS), 6) planning the development of a balanced 
service system with fixed points of referral. These achievements are more 
fully described in later sections of this report, 
Several problems were also encountered in the preparation of this 
document and in maintaining progress of the ongoing mental health planning 
process. After 16 years as Director of the Bureau of Mental Health, 
Dr. William Schumacher left his position in February, 1977. His position, 
has been filled by L. Roger LaJeunesse effective June 27, 1977. In addition, 
Dorothy Doyle, R.N., who was brought on as a mental health planner to 
develop the 1976 Mental Health Plan left her position in March. This 
planning position was filled in late April by Frank Schiller. The Department 
began the process of adding a comprehensive mental health planner to the 
central office staff in May, and expects to fill this position by the end 
of July. The state legislature formally created a State Mental Health 
Advisory Council through L.D. 757 (Appendix A). The Council was approved 
by the Governor on April 6, 1977, and appointments made on June 10. These 
changes in staff and advisory council members naturally affected maintenance 
of planning linkages with the State Health Coordinating Council, the Health 
Systems Agency, the Council of Community Mental Health Center Directors, and 
6. 
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other public and private elements of the mental health system such as the 
Maine Psychiatric and Maine Psychological Associations, 
Portions of this Annual Report and Implementation Review reflect this 
transition phase of Department operations. For example, while a funding 
allocation formula and agreement for provision of community mental health 
services have been adopted, these are interim measures which will be refined 
as the Department improves the data base provided by MEMHIS and Council 
training resources are used to familiarize central office and CMHC staff 
with development of a balanced service system. 
Although federal requirements necessitate development of a comprehensive 
mental health plan every five years and reports such as this annually, 
the Department will definitely prepare and submit a full revision of the 
Maine Mental Health Plan in 1978. Therefore, this document should be 
viewed as an interim indication of the condition of the Maine mental health 
system and of the directions the system is taking in meeting the needs of 
Maine people. 
7. 
STATE AGENCY 
In October 1976, George A. Zitnay was appointed Commissioner of the 
Department of Mental Health and Corrections. Roger A. LaJuenesse has been 
appointed, effective in June, Director of the Bureau of Mental Health, 
replacing D. William Schumacher. Although there are plans to reorganize 
field service units, the only change in structure is in the addition of 
two Associate Commissioners in the Augusta Central Office. Charles Meredith, 
M.D. has been serving as Superintendent of the Augusta Mental flealth Institute 
since January 1977. 
8. 
STATE ADVISORY COUNCIL 
Attached as Appendix A_ is a copy of the newly legislated statute creating a 
Mental Health Advisory Council in compliance with PL 94-62 requirements. Also 
attached is a listing of Council membership. Over the past year the Council 
has met its statutory obligation in advising the Comnissioner both in the 
selection of a Superintendent for Augusta Mental Health Institute as well as 
a legislative package for mental health. 
\ 
\ 
9. 
ANNUAL REVIEW 
One hundred and eighty copies of the Maine Mental Health Plan have been 
distributed prior to preparation of this Annual Review and Implementation 
Report. Recipients of the Plan include legislators, human services agencies, 
mental health provider agencies and interested members of the general public. 
Two hundred copies of this document will be printed prior to its being 
submitted to federal officials. 
This Annual Review and Implementation Report will be distributed to the 
Maine Council of Community Mental Health Center Directors, the new Maine 
Mental Health Advisory Council, and the Maine Psychiatric and Maine 
Psychological Associations for review and comment. About June 20, 1977 and 
July 11, 1977, the Department will circulate a news release to major media 
outlets in the state to inform the general public of the availability of 
this document from the Department or for review at major public libraries. 
A series of 5 public hearings have been scheduled to facilitate citizen 
input. These are scheduled for Aroostook County on July 12, Bangor and 
Augusta on July 11, Lewiston-Auburn on July 12, and Portland on July 13. 
The Department of Mental Health and Corrections has identified 
Charles Acker, Ph.D., as the primary contact with the Maine Health Systems 
Agency and Dr. Acker has participated in the development of the mental 
health portion of the HSA plan as well as goals and objectives contained 
in this report. Continuing efforts to coordinate with the HSA are planned. 
Another vehicle for public exchange and feedback and continuing 
development of an ongoing comprehensive mental health planning process is 
the Maine Mental Health Consortium. This organization is currently composed 
of mental health center directors, representatives of conununity mental health 
center advisory boards, the Governor's Advisory Committee on Mental Health, 
consumers, several central office staff from the Department of Mental Health 
and Corrections, representatives of the Augusta Mental Health Institute, 
Bangor Mental Health Institute and the Maine Health Systems Agency. 
Contribution of this organization to this Annual Review and Progress Report 
includes participation in development of goals and objectives through a 
Mental Health Priorities Questionnaire, clarification of the Consortium's 
role and future development through a Participant Survey, and formulation 
of specific alcoholism and elderly treatment goals through workshops. 
Materials reflecting the results of these efforts are included in Appendix 8. 
Generally the Department views the Consortium as a valuable vehicle for 
coordination, effective utilization of Maine mental health expertise, and 
as a working partner in long and short-range planning. 
Some of the material which was reviewed by members of the DMH&C planning 
staff in preparation of this Annual Review and Progress Report include 
annual reports and grant applications from the community mental health 
system, data from MEMHIS and other components of the mental health information 
system, and, with their beginning in May, 1977, monthly narrative reports 
from AMHI and BMHI. Some of the meetings attended preparatory to the writing 
of this Annual Review include: 
1. February 23, 1977, NIMH Regional Office, Maine HSA, Maine Council 
of Community Mental Health Centers, Mental Health Advisory Council, 
and, indirectly, Mental Health Consortium representatives. General 
objectives included: 
10. 
a. Clarification of the roles of these and other organizations 
in the preparation and review of the Maine State Mental 
Health Plan. 
b. Review of the three conditions placed on the approval of the 
present Plan, September 1, 1976. 
c. Review of the status of progress towards the July 15, 1977, 
submission of an approvable Plan for the year September 1, 
1977 to August 30, 1978. 
d. Exploration of ways to integrate health and mental health 
planning in the State of Maine. 
2. 1/14/76, 1/28/76 and 4/22/76 Stevens I, II and III. Meetings of 
DMH&C central office and institute staff to discuss and formulate 
Departmental Goals and Objectives. 
3. 11/19/76 Maine Mental Health Consortium. Agenda topics included: 
a. Consortium planning committee recommendations on membership. 
b. Presentation by Commissioner Zitnay and DMH&C staff Chuck Acker 
on goals and objectives. 
c. Governor's Advisory Committee on Mental Health, status report. 
d. Maine Mental Health Institute planning review, 
e. Mental Health legislation review and priorities. 
f. Corrections plan update and review. 
4. 4/22/77 DMH&C institute staff met at AMHI to review mental health 
institute information systems and use in planning. 
5. 4/26/77 DMH&C and Council of Community Mental Health Centers 
training program staff met to define interrelationships and potential 
contribution of training system to Departmental goals such as 
development of a balanced service system. 
6. 1/31/77 and 2/10/77 Mental Health Consortium planning committee 
with DMH&C staff and (on 2/10) DMH&C Commissioner. Agenda items 
included review of Department's mental health system philosophy, 
planning needs and schedule, and role of the Consortium. 
7. 5/3/77 Meeting with Department of Human Services, Bureau of 
Resource Development director and staff on Title XX funded mental 
health aftercare program. 
8. 5/18/77 Meeting with DHS Title XX training director and Human 
Services Development Institute director to review coordination 
of training and role of DMH&C in interdepartmental manpower 
training efforts. 
11. 
9. 4/15, 6/6/77 Meeting with representatives of Human Services and 
Department of Education to coordinate plans and administration of 
youth residential treatment centers. 
10. 5/5/77 Mental Health Consortium meeting. Agenda topics at this 
meeting included the Mental Health Priorities Questionnaire results, 
Maine Mental Health Institute Plans, discussion and survey of 
members on future roles and activities of the Consortium, 
Afternoon workshops developed specific elderly services and 
alcoholism treatment goals and objectives. 
The methods to assure public exchange and feedback over the coming year 
include: continuing participation in the RSA planning process, establishment 
of stronger linkages with the State Health Coordinating Council, clarification 
of the role of the Mental Health Consortium, and orientation, assistance and 
ongoing support for the newly appointed Governor's Mental Health Advisory 
Council. The expected development of a fully functional MEMHIS statistical 
data gathering system by late 1977 will be extremely beneficial in future 
program evaluation and planning. 
12. 
PERSONNEL ADMINISTRATION 
State employees of the Department of Mental Health and Corrections 
were affected during the last year by the implementation of a Maine merit 
system which established, through rating and appeal procedures, a basis 
for determining raises and advancements. Although several problems arose 
in the implementation of this system, the Department was not affected any 
differently than other state departments. Also, Frank Mack, Jr., the 
Department's Chief Personnel Officer was instrumental in the formation of 
a Personnel Advisory Committee comprised of personnel representatives 
from each state department. Frank Mack is the chairman of this group, 
which assesses common problems with the state personnel system, devises 
solutions, and reports to the Commissioner of Personnel. 
This interrelationship of the Department of Mental Health and 
Corrections with the state personnel system assures compliance with state 
personnel standards. Also, compliance of state standards with Federal 
Civil Service mandates is assured through the Personnel Department and 
also through annual reviews of Departmental personnel policies by the 
Region I Office, Department of Health, Education and Welfare, Frank Mack 
performs the function of linking the Department with state and federal 
personnel systems and therefore acts in an advisory function regarding 
implications of Departmental reorganization plans. 
13. 
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Assurances 
There have been no major changes in the state's mental health system 
which would affect assurances that are provided in regard to reports, 
records, conflicts of interest and non-discrimination. Several specific 
assurances are contained in the revised set of Departmental licensing 
standards and also in the agreements for provision of services between the 
Department and CMHC's. (Sample agreement attached as Appendix C.) 
14. 
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Goals and Objectives 
The Department of Mental Health and Corrections views goals and objectives 
as an expression of perceived public priorities for Maine's mental health 
system. Goals and objectives statements also serve to clarify the roles, 
responsibilities and relationships of various Departmental units and as an 
ongoing management technique to monitor areas of progress and needs for 
improvement. 
The 1977-78 Goals and Objectives presented in this Annual Review and 
Progress Report clearly have a dynamic quality which includes broad 
participation in their development, ongoing assignment and assumption of 
responsibility for their implementation, and also ongoing development of 
additional objectives which lead toward long-term goals. 
Previous mental health goals and objectives did not totally reflect 
these functions. To some extent they were developed in a planning vacuum, 
focused on processes rather than quantifiable outcome measurements, and were 
not pursued in an ongoing management process. Nevertheless they did reflect 
perceived problems with the mental health system and many of the objectives 
were partially or fully accomplished. 
Achievements of the Department of Mental Health and Corrections' 
planning and evaluation component include the following: Within contraints 
of personnel changes and continuing reorganization of the Department, the 
structure, function, and role of the planning unit has been clarified. 
Presently the planning staff address projects and issues on a team basis. 
Specific individuals who specialize in mental health, mental retardation 
and corrections interact daily and jointly share tasks through the leadership 
of the appropriate planning specialist. Daily meetings with the Associate 
Commissioner for Programs, and frequent meeting with the Commissioner-and 
Associate Commissioner for Administration assure coordination of efforts, 
and ongoing monitoring and evaluation of performance. In the last year a 
specific individual, Marya Faust, was assigned responsibility for children's 
issues, and her participation in the planning process has assured continuing 
attention to these issues. 
While specification of the Departmental philosophy has not been addressed 
as a specific issue, improved communication in the planning process has led 
to consensus on several assumptions, including the overall mission of the 
Department in increasing the quality of life for the mentally disabled, 
development of a balanced service system, and increased level of community 
care. 
The Department's mental health statistical information base continued 
to expand over the last year. Ongoing group meetings of planning, research 
and evaluation and computer services staff developed a recording system for 
information requests, identified progress with processing of data received 
from CMHC's under the MEMHIS format and worked to resolve barriers to full 
implementation of MEMHIS. 
Evaluative data and techniques were used in the Department's analysis 
of CMHC's capabilities in respect to the Bangor Mental Health Institute 
phase-down plan, and in analysis of the CMHC's aftercare programs. Evaluative 
data generated by the mental health information system was also considered 
in development of alternative allocation formulas for state mental health 
15. 
funds. To assure continued development of MEMHIS, $62,700 was appropriated 
to CMHC's for FY 77 for MEMHIS data collection and reporting. In addition, 
computer hardware time and keypunching costs to the Central Office were 
about $700 per month, This figure is expected to be fairly stable as 
computer time increases while costs of keypunching backlogged data decreases. 
In the area of Mental Health, several actions reflect the Department's 
progress towards goals stated in the 1976 Plan. A major change took place 
in the Department's historical use of a block-grant system of funding CMHC's 
as agreements for provision of mental health services were developed and 
applied to FY 1978 allocations to CMHC's. A copy of these agreements is 
included in Appendix ~-' 
In addition to assuring the provision of a range of services in all 
areas of the state, the agreements with CMHC's provided the vehicle for 
several measures which increase the state's capacity for program monitoring 
and evaluating and begin movement towards accreditation of the CMHC's by the 
Joint Commission on Accreditation of Hospitals, Council for Psychiatric 
Facilities. The agreement form also clarified responsibilities of CMHC's 
to submit an annual report on September 15, 1977, and specified contents of 
the report. 
In the area of children's services, the Department was able to increase 
its ability to identify children's needs, and inventory available services 
and resources. Re-activation of the Interdepartmental Coordinating Committee 
children's services group, comprised of representatives of the Department 
of Mental Health and Corrections, Human Services and Education, led to 
greater coordination of children's services and the identification of several 
needed areas of improvement. 
The residential treatment system provides lodging, education and mental 
health services for youths whose family and behavioral problems are too 
extreme for normal foster care or day care services and not extreme enough 
to warrant arrest and custody in juvenile correctional institutions, Funds 
are partially provided by three state departments and fiscal and management 
reporting, monitoring and evaluation functions are uncoordinated, Efforts 
to develop a continuum of services, a consistent screening and referral 
process, and uniform reporting system have been initiated by the ICC. 
The organizational structure of the Department specifies a distinct 
Departmental unit of children's services equivalent to, and interacting with, 
mental health, mental retardation and corrections bureaus. The Department's 
budgeting process for FY 78 includes allocation of a specific portion of 
the budget for children's services. 
Several statutory changes made by the 108th Maine Legislature clarified 
the Department's responsibility to children. These included provision that 
the superintendent of the Military and Naval Children's Horne no longer must 
become legal guardian of resident children. The unnecessary detention of 
large numbers of juveniles in security facilities should be alleviated 
through mandatory screening, and possible referral and follow-up for all 
youths arrested or taken into custody by law enforcement personnel. 
The Developmental Disabilities Council, thf Education Advisory Council 
and the I.C.C. Children's Services group are several avenues utilized by the 
Department in coordinating children's services, and establishing respective 
roles of this Department with Human Services and Education. 
16. 
The ability of the Department to evaluate the effectiveness of children's 
mental health programs has been increased through the use of improved contracts 
with providers of services, Through numerous program site visits the 
Department has an active function in the ongoing design and modification 
of service goals and objectives of provider agencies, 
The Advocacy unit of the Department was also affected by personnel 
changes during the year as Susan Young replaced Bob Carlson as Chief Advocate. 
In addition, the advocacy staff was expanded with the recruitment and hiring 
of an advocate for the Bangor Mental Health Institute in November, 1976, and 
an advocate for Pineland in November, 1976, An advocate position for the 
Maine State Prison is in the process of being approved and filled. 
With widespread use of individual treatment plans and progress reports 
for clients of programs sponsored by the Department, the advocacy office 
has shifted its emphasis from seeing that these plans exist to qualitative 
review. The appropriateness, proper development and proper.documentation 
of treatment plans for all individuals are addressed by advocacy staff. 
Monthly reports from institutes, a procedure begun in early 1977, has 
provided an additional mechanism for the identification of aspects of the 
service system which need the attention of the advocacy staff. Periodic 
site visits by the chief advocate assure sufficient monitoring, evaluation 
and coordination of Departmental advocacy activities, 
The development of the goals and objectives which follow came about 
through the recognition that there was a need for broad and ongoing 
participation in the development and review of measurable outcome expectations. 
The Commissioner, Associate Commissioners, other central office staff and 
representatives of the institutes met in a series of meetings called 
Stevens t, II and III to review and reformulate goals and objectives. 
The Maine Mental Health Consortium membership completed a comprehensive 
questionnaire on Departmental priorities (Appendix ft_). The product of 
these efforts were circulated to Corrections, Mental Retardation and Mental 
Health Central Office staff and implementation timetables were established 
through this joint planning process, 
17. 
STATEMENT OF DJ'.P/,RnlENT MISSION 
The purpoc;c of tk• M.line >fclll:11 Hc<1.lth ::y1,tcm, under leadership of tlw 
Dcp,1rtmenl of ~1•:ntal llc:il Lil nnd C:orn>:·tionr;, .::hall be to promote the mental 
/hc<1lt:h nnd general 1-:c·ll···hciug of .i11cJ·i_·.·iduaJ1;, fd,1d1:Lcs :111d corn1:?unities of 
.. // the State of Maine tlnoui',h servic('S Lc.i tlior;c who an: crnot.ion:1 lly dL'pendent, 
/
/ emotiona.11:,• or ;:,entally d i:c:,1blC'c!, or delinquent, and t:o ~1vcrt to the extent 
/ posr;:Lblc, tLc developrnc:nt o[ bch:1vior,-,} problems and emotional problems 
through prc,vcntion and mc,ntal hc•ct.lt:h promotion services to the gcilcral 
population. 
GOALS AND ChJEC'J'IVES 
Goal I 
Develop aud implement polic:i er;, :c'.f·i slat::i 011, re.guL,tions and perforrn;cince 
stancl:lrds for mental health activ:Ltic:; which facilit2t:e the p,irposc of th2 
Department, the ment21l hcoJ. th system z:nd its components. 
Objective,:: 
A.,/ To have ,1 $36,539,910 appropcL2tion::; cornmitr:i.E.r:.t 
from tlil" legislaLun: for ·FY l9i'8 Dcp:il trnc1JL 
ope 1. il t:i c,ns . 
B. To clistrJbute 70% of ava:i.Jab!e funds through 
specified contn1c l: nnd purch::.':3L~ of service 
agree•Pents with C:MHC' s and oL),er mental health 
2genc:ics. 
C. To complete an on-site evalu3t1on of at J.east 
3 conimunity ment21l health ccnlcrs by 9/77, nncl 
complet0 on-site ev:1luat:ion of all remaining 
agency co1ilpo11ents by 9/78. \:itld.n 30 days of 
0:::ch evc1luation, a report v:i11 be submitted. 
h'ithin JO days uftcr rcc(::i.pt of the rcpl.)rl.:, 
specific go:lls mid objective·:; uill be ,vrinen 
to add rct,S ctll rccoi1m1c1Hl:1 t·i (>n,;. On the, fd t.c 
v.isiL,; p:1rt:i,·ul;.;r atl:c•nt::iu11 1-.·i. Ll be gi.vc·n l:l> 
pro gr, 1 1'.1 r u h 0 s , p ( 1 J i c: :i. l'::; , r l' f, t' L it. j n rw , pr c 1 c t i u' s 
nnd J'l.()V.i:,ion fp1· uutc.c>11w 111L',1~;ui:c•mcnt.. 
0 
D. To cr,t:1hli,,h 1/ccnt1:a.l office pl:nrning, vvn1uation, 
and dnt.a pn,ccss:[11[', compunenl; 
1. To determine :.1ncl mon.i.Lor dat.a gather j ng 
outcome an1 needs; 
2. To h,,Vc' dt··p«rlrncntaJ. infc>i:nnti.on :sub-systems 
integrated; 
3. To linve ('l'Ill. r:11 componl'llt fi.1 cs ;rnd .lnput and 
rvtrj('V,11 p1·,) 1,,1-,1rnf; 0pc1·,1ti(1n,1l. ,ind curn•nt. 
Tdrgct lJa te for 
Comp let· ion 
7/15/i'i' 
7 /78 
9/77 
9/78 
6/77 
8/T/, ongoing 
l/7H 
18. 
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E. To dlsLi-iliutc, at lc;:1st monthly, media releases 
aimed at improving public awareness of available 
mental hcolth rcsourc(•s and pub]jc support of the 
mento.l l1valt:h system. 
F. To design and implement: a systcn1z.!tic. program, 
using the mass media, to promote generally 
accepted principles of behavior development, 
inf1uenct:S of sociaJ environments, .:1nd 
psychological and behavioral fnctors in physic.al 
and cmotion.:11 he.:1lth. 
Goal 11 
'Jarg('t Date· for 
Co1:1plctJ011 
7/77, ongoing 
6/78 
To develop an orr,aniza tional st rue ture. which SuJJpor ts and encourages 
a balanced system of services to all age groups and across all Dental and 
behavior problem categories regardless of diagnosis; to assure continuity 
of servi.ce through coordination across agencies and bureaus at the local 
service level. 
Objectives: 
A. To cstahlish departmental regional offices in 
3 areas of the State: Northern, Central and 
/ Southern. 
B. Develop joh de~criptions and standards of 
pcrformnnC'.c fo::- centr.:11 office E,taff, assuring 
that personnel arc adequate to provide the 
follo\,'ing functions across the areas of mental 
health, mental retardation and corrections: 
1. Coordination 
2. Licensing Standards 
3. Comprehensive Planning 
l1. lnform:1 ti.on and Evolua tion 
5. Contract Development and Honitoring 
6. Training 
7. Chi.ldrL'll' s Services 
8. Vnlunll','l" Services 
9. Puhlic Information 
10. G u:1 rd Lrns hip 
11. Lq;isl.::J Lion 
C. '1\) est:1blic~h, by region, Jntake systems \v:ith f:lxed 
depnrtm('nL--\v.iLlL'. po:lnls of rcfcrr;1l. 
1/79 
9/77 
1/79 
19. 
( D. Each quarter tlw Associate C:ornr:d.ssioncr for l'rogrnrns 
wi 11 r cv i c•..1 per r o rnn nee of p rot.ram di rec tors 
rcsponsiulc to liirn in relation to assigned 
rcspon,;ibiJiUc:,; ;ill(\ stand.-.irus. 
E. To study problcmi; o[ the juvf'n:ile reddcnlial 
treatment, placement and scrvj_cc· delivery system; 
within L+S day[, n[tcr cornplct~ion of the st11dy, to 
deveJop intcr-agC'tH'Y goals .:ind ohjccUvcs to 
address all accepted rcconu:1t~ndations of the study. 
F. Tc, finoU zc and di :;tribute a plan for provision 
of a continuum of: juvenile services with 
specifj[ goals and objectives addressing: 
1. Regional cstnblishment/ expansion of residential 
treatment programs, 
2. Regional establishment/expansion of day care 
programs, 
3. Establishment: of procedures for immediate 
provision of evaluation services to juvenile 
offenders by CMHC's. 
c./ To establish, in each region, a juvenile services 
division responsible -for developing regional 
goals and objective~;, includinz tho,;e which 
address needs assessment, counseling, pre-tri2l 
intervention and alternatives to sentencing. 
H. To provide through specific l:Lne items, regio1\a1 
mental health funding fcir children's programs, 
commensurate with the proportion of children in 
the population. · 
I. To require C}illC's which receive Departmental 
grant-in-aid funding to include representation 
of agencies \,'hich serve children on - their 
governing boards. 
J. To colL1borate with the Bureau of Maine's 
Elder] y to develop a r1 an of ,,crvicL'S which 
will include develop111c'L1t: in e,1ch c~1LclnnenL ,irca: 
1. Outreach Progr,nns 
2. Alternative living arrangements, and 
3, P<1rtial hospitalization sc,rvJccs geared for 
th(~ elderly. 
TnrgcL Ihu·· for 
ComplctJon 
ongoing 
9/77 
1/78 
11/77 
7 /77, ongofo~~ 
7 /77 
2/7B 
4/78 
20. 
( 
-4-
K. To collaborate wj th the Office of Alcohol and 
Drug Ahuse Prevention in <level.oping: 
Goal III 
1. A study of substance abuse prevention needs 
for each catchment area, 
2. Goo.ls and objectives for each catchment aren 
to include identification of needs, 
procurement of resources to meet needs, 
development of standards of treatment:, 
esU1blishmc11L of evaluation formats ond 
integration of program monitoring and data 
collection. 
Target Datu for 
Colllp 1 e L lu 11 
12/77 
6/78 
To establish guidelines and procedures to assure quality of care in 
all mental health program funded by the department. 
Objective~;: 
A. To develop and make available standards of care 
applying to diagnosis and treatment, organization 
and pc>rsonnel, and the physical plant for all 
/ facilities whith provide inpatient, residentiil, 
day care, aftercare 3:nd/or emergency psychiatric 
counseling. 
B. To require a current written treatment or program 
plan for each person treated by a mental health 
agency; the plan specifying, as a minimum, goals 
of treatment or problems to be treated, methods 
of treatment, staff person(s) responsible for 
treatment, and frequency and expected duration 
of treatment. 
C. To make a~ailable a total of 10 person hours a week 
of Central Office staff time by those persons 
responsible for program Coordination, Licensing, 
Evaluation, Training, and Children's Services 
to assist: mental health facilities in meeting 
standards of care and individual treatment plan 
requirements. 
D. To require that each facility providing mental 
health c,irc hnvc a utilization review co1nmJtt:ce 
\,,ith rcguLir mCl'tini;s devoted to ex,1minatilln of 
the type ofndmi.s:;io1rn, lent;th of stciy, tre,1tment 
goals, rl']L!asc cri tcria and u~,e of profcss·ion;1l 
and ,mcillary Sl'TViccs; to require tlwt minutes 
of the utili::at:Lon n~vicw committee be kept ,llld 
be made avc1il.:1ble at tlw time of site cvaluntion. 
1/78 
7 /77 
7 /78 
7 /77, onr,o.ing 
21. 
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E , To n, q u l r (: n 11 n 1111 u al (~val u :it 1. on p .1 u n w l 1 l. cit 
includes a c:omponC'nt for program ouLcornc 
cval11;1tion frur;1 c.ich facili.ty providing 
mcnLd Jwallh cnre. 
F. To rciquirc the cst:abliE,bmcnt of a peer review 
cv0Juntion proc:c,;s covering tlw activiLic,, of 
a]l 1;tnff whu provLde direct. i:1ental ht!alth 
scrv:i ccB. 
·c;, To have family jrnpnc.t statements as a c01,1poncnt 
of all nc-w progrc1m proposal'.,. 
Go::il IV 
Target: Dille for 
CumpJ Pt 1u11 
J.0/77, on~;oing 
10/77, on1:oi ng 
Ongo:i ug 
start 7/n 
The Dep11rt;·1cnt 1,:ill provide services in the wost h1.unanc and normn.l. 
manner and environment appropriate to re.store ind:iv.idualr, to optimal 
levels of functioning in the community. 
Objectives: 
A. To clc\'clop and prc,n1ulgat.c a p2:,1phlct which outli1w::_; 
civil and legal rights and rcf-:ponr;:Lbilitic~; of 
inclh· iduals recc_i v:i ng mcntaJ hc:i 1th t.rcn ti:,cnt .. 
c. 
]) . 
To id~ntify and seek adoption of state laws 
necccsucy to ensure prot-cction of rncnt:al ltc·,illh 
patient rights. 
To require that each mental health agcnr.y 
licensed by the clcpa1:tmc11t hav,'. a Human 
Rip;hts Committee; to proniulga tc guidclinc,s 
for such committees and to hold organizn t:i onal 
meeting with those agencies dlich do not have 
such committees. 
To include provision for protection of c]icnt 
rightc; in guardianship ngreem<:!nUi nr'id periodic 
monitoring of guardianship agreements. · 
E. To provide opportunity for cornmun:ity comnH'nt, 
compl;:.i11ts ,:ind criticicnn intP t:lll· pLrnn:inf', ;:incl 
,1Jrni11L,1.n1tion c1r tJw sc•rvicl' dl'livcry sy:,LL'lll. 
Go;1l V 
9/77 
J 2/F! 
Begin 7 /77, 
complete by 7/78 
7 /77 
7 /77 
Ongoing 
To p1·ovick :111 arrc1y of services fur tl1() promotion of nttitudcs nnd 
beh;i\'.ior among :111 rncrnbers or tl1t.' community consist,'nL 1dth f,t)Od mental 
hca] th, th.:· prcv,-·ntion of mcnt:al illness and ec1rly detection of cmotiou:11 
problems. 
Obj l'l' ti Vl' /;: 
7 /j<) 
22. 
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ond CulL1iral Scrvi(·c:>_; a cur-ricu.lum fonwit 
dcsJg,wd t.o proni,,u, unden,ta11<!ing of rncnt.11 
hcalt.li :rnd L1clor:.; co11tribut.in1:, lo lhc ;1!iility 
to cope i,ucccs~;fully ;ind to nvuid sr•lf-·ch·fc:dti.ng 
bc'.havior:;, such;;:; substance abuse:. 
IL To cstnLllf;h for the Dcpart1:i:inl of Educ.:iLLoa 
and Cul tura] Service'.;, anc.l :ir, cooper a Lion ;-::ith 
pupil cvnluat:.:i.on t:c;1;;1c;, a con,;i:;f.cnt contr:1ctual 
procc::;s of co11:;u]U1t.i.ou, t,cn.:c1ring, cvnlu:1tion 
and rcfci·ral for a:I 1 chiJdn·n with prob::hlc 
emotional problcr,i,;. 
C. EsL·blit;h::1c•11t, \-.'itli th:, Dcp:.t1.·Lmcnt: o[ Educ:1Unn 
and Cultuc;] Scrvicc•s, a forin:,t. for t:hc 
evaluation of dia;'.11o~tic and sc1ccJt:i.ng pro[1,1:.n11:; 
in cncl1 school d.istJicl. 
Gool \'l 
T::r·r.ct. lldt <' for 
Comp.I c· t i.u:i 
1/79 
To establi»h peL·forrnanc<: standards st; cl basis for tl1c a] 1occ:Lt.ic,n of 
funds to menLal heilltlt agencies. 
Objectives: 
/' 
A. To reduce the average number of readmissions to 
Mental lka:t th InstJ. tutes to be1 ow 4 0%. 
IL To incrc,,se the. "percent of Hcntnl Health 
ln,;tjtuti' adrnist;ions w.ith a signLLic:int rclc;1~:c 
with:i.11 one month" to above 8S%. 
C. To rcqtdrl' tlwt ;-it ]c:i:,l. 707~ of mental he::.1Lh 
gn:lll t:--i n- idd c xpcnd :i t. u 1 r',; be for cl :i rec t s erv i c cs . 
(Direct: Services ar•.' defined in NHH! Series C;,·'12 
ond in t:hc· HEMHJS mai:;tcr list of codes ilnd 
d Cf j_ ll it j_ ('Tl f:) , 
D. To require docwnentation of savings through 
energy conservation as a c.oncl:Ltion of 
Department approval of future funding. 
E. To rcquir(' .cinnu.",.l CPA .'.',udit:s of nll mental 
heal th pror,ram expendi l tll'(:s. 
F. To determine and c1;tahlish at 1cai_;t one cost-
c[fc•cLivcnc,;s critc>ric•11 in e:1ch 111:1:jor mcnt.:11 
lll':i1 th l n';1trnc11t 1110,Ld it:y t:o lw u~;cd Jn progr:1m 
rcvic1,, :rnd ,lj'J)l.'llVdl. 
Ongoinf, 
7 /77 
7/7'7 
7 /77 
Ongoing, 
7/78 
7 /77 
23. 
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Goal VI1 
Target Datv f:01· 
Comp le Lion 
To cst:ib] i.sh a n.•i,cilrch and training un:l t within th() Dcp.1rt111ent.. 
OhjPctivv:;: 
A. To establish a departmental training coordinating 
co:n11 ittce, one function of which will be to 
conduct a semi ·-ilnnual revi(~W of training needs. 
B. To post all training opportunities available to 
Department staff. 
C. To ef;l~ahJ.ish guidelines for the provision of 
pre-service nnd in-service staff training and 
development. 
/ 
D. 
E. 
l. for central office staff 
2. For Cl·UlC s L1ff 
3. For NR staff 
L1. For CorrccLions staff 
To provide 3% of mental health funding for 
rcsc•arch into mental health treatment mocb1it:ies 
appropriate for Maj_ne. 
To incrense. funds available for research and 
training. 
7 /77 
7 /77, 
Ongoing 
8/77 
9/TI 
10/77 
11/77 
7/78 
1/78 
24. 
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Pre-Admission Screening 
During 1976 the overall policy statement which delineates responsibility 
of the state mental health institutes to c;.are only for those clients whose 
needs cannot adequately be met in the community remained basically unchanged. 
This policy statement is Departmental Policy Number 11 dated February 20, 1974. 
No extensive efforts have been made during the year to directly and 
specifically survey the appropriateness of placement in the state's mental 
health institutions. Policy Number 11 does, however, clearly charge 
institute superintendents with the ongoing goal of discharging patients 
as soon as possible under effective .support services. Some indication of 
the appropriateness of institutionalization is reflected by the AMHI monthly 
reports which summarize client and staff perceptions of satisfaction with 
and success of inpatient mental health care. An attempt was made by planning 
staff to develop linkages with the Department of Human Services foster care 
program and a survey of the appropriateness of institutionalization which 
they carried out in one region, but this was found to be too general to be 
of any use. 
Data on admissions to the institutes for 1976 indicate that 84% of 
admis:sions to the Augusta Mental Heal th Institute were referred through the 
community mental health centers. Courts and correctional facilities were 
responsible for the referral of 8% under state statutes and policies providing 
for pre-trial observation and evaluation of competency to stand trial, or 
in cases where the client had been found innocent by reason of mental disease 
or defect. This leaves 8% of admissions which AMHI classifies sources to 
be family, friends, private practitioners and others. The data processing 
and reporting system at BMHI is not as complex or automated as the AMHI 
system .so it is more difficult to obtain statistics for the referral source 
of admissions. Of the 611 admissions to BMHI in 1976, 197 entered directly 
after screening by CMHC's. There were 268 admissions to D-1, the inpatient 
facility operated jointly by the Bangor Counseling Center (the area CMHC) 
and BMHI, 11 admissions from superior court referrals, and 297 classed as 
voluntary admissions. Some of these were r'2ferred by CMHC's but an exact 
count isn't available. Also these total more than 611, so some duplication 
is obvious. 
Beyond the major mental health institutes, the screening system and 
appropriateness of placement in youth residential treatment centers was 
addressed by the Department. As a result, the Director of the Children's 
Services section created in the DMH&C has reviewed and refined the process 
of admission to residential treatment centers, assuring participation of 
families, pupil effectiveness teams, school personnel and mental health 
centers. 
The Department of Mental Health and Corrections closed its only state 
run facility for emotionally disturbed children in 1973 and began providing 
services through contracts with private residential treatment centers. Since 
the closing of Children's Psychiatric Hospital, the CMHC's have been actively 
involved in the screening of children for residential placement. Procedures 
developed jointly with DECS and DMH&C have been followed which require that 
the local School Pupil Evaluation Team (PET) recommend the placement and 
that this is supported by the local CMHC. This joint procedure was enacted 
to assure that both the child's educational and emotional needs are being 
assessed and appropriately met. 
25. 
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Once the PET and the local CMHC agree upon a recommendation for 
placement, the referral is made to Children's Services, DMH&C, for funding 
approval and, if necessary, a recommendation for a particular residential 
center. Children's Services notifies the DECS that it concurs with placement 
and also notifies the residential center to guarantee funding. The local 
community makes any further necessary arrangements such as an evaluation 
and visit to the residential center. This procedure is meant to place 
clinical and treatment decisions at the local level while the role of the 
central office, DMH&C, is primarily to arrange financial matters. 
The CMHC's have each identified a person to coordinate or direct 
services for children and it is to this person that DMH&C Children's 
Services makes referrals should there be inquiries from parents or other 
community agencies. It is planned for this year that these people become 
more knowledgeable of particular residential treatment center programs and 
work more closely with them to develop follow-along and discharge plans 
for youngsters in placement. 
26. 
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The primary means for freeing resources to develop alternatives to 
hospitalization is the Department's proposal to phase down BMJII. As the 
attached proposal indicates, the plan would free $350,000 the first year and 
considerably r;.ore each year thereafter. These funds would be utilized to 
provide co~nunity services, and would be allocated on the basis of need and 
distributed by means of a contract. 
The legislature has indicated its unwillingnes:3 to implement the 
Department's proposal on the schedule reconunended by the Department (77-78 
being the first fiscal yc;ir of irnplcmenU:iti.on). Also still at question is 
the legisl.:it.ure 1 s willingness to c1.cccpt the coi1ccpt of phasing down BMl!I. 
Si.nee this i.s virtually the Department's only alternative for developing 
internally funds for community alternatives, this process will at best be 
delayed one fiscal year or more. 
The Department still, however, will utilize a funding formula to 
determine need for existing funding of community services and will implement: 
the contract r;-,echanism for assuming quality and accountability of cormnunity 
services, as described elseiiliere. It is anticipated that of these measures 
will be of significant value in strengthening the delivery of alternative 
services, if not providing for expansion in the immediate future. 
Public r2en_!a.l.J:.~S.~~ital~=~.J!~Lm.Ero_y!;._tJi.C. ~ali.ty S.S .ca.~-e~ 
( ,'i I i · ; " T> ) 
The attached proposal to phase down the BHHI campust-,~ddresses staffing 
needs as they relate to improving the quality of patient care from several 
perspectives. 
The staff section of the proposal (pp 11 ... 17) identifies issues that 
must be considered in order to assure a smooth transition and adequate 
retraining for staff who would be transferring t:o another site and/or function. 
This section also identifies recruitment problems. The major planning effort 
was to analyze problems encountered in similar efforts in other st:at:es as 
well as probloc::s that could be anticipated as a result of Haine' s particular 
situation. This effort resulted in a series of recommendations on such 
matters as minir:1izing the possible negative effects of staff demoralization 
on patients assuring that retraining needs are identified accurately, etc. 
The improvement of the quality of institutional care was also 
reflected in the proposed staffing patterns for the Maine Mental Health 
Institute. These patterns provide 38 stc1.ff for 24 patients, a higher ratio 
than is currently found at either existing institution. 
Although the timing of the proposal's implementation will definitely be 
slowed by the lc,~isL1turc, the substcmce of the propos,11 will probably not 
be altered consiJcrably, particulaily with respect to staff a11d quality 
instiutional cart: n?conunc1HLit:ions. 
27. 
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BANGOR MENTAL HEALTH INSTITUTE 
BANGOR, MAINE 
04401 
At the present time Bangor Mental Health Institute is 
anticipating receipt of appropriations to begin reservations in 
Pooler Pavilion (Program on Aging) in order to change its inner 
structure from that of an open ward facility to one comprised of 
semi-private rooms. These tenovations are necess~ry for the 
maintenance of JCAH accreditation and licensure as an extended care 
facility. Loss of licensure will mean a financial loss to the State 
of Maine of approximately 1.8 to 2 million dollars per year from third 
party payors. 
In addition the Institute has a continuing recruitment program 
for additional professional staff and have recently contracted 
for tworae~ psychiatrists . 
. / 
.. ,..,/ 
/ Our activities department has been busy with various projects 
~hich include the construction of an obstacle course for patients. 
~/ In order to improve the quality service from Activities, we are 
planning a utilization analysis to better employ our limited 
resources. Also, the Activity Staff has been strengthened with the 
addition of three work study students for the summer months. 
A Coping Skills Program has been developed and implemented by 
two individuals in our Patient Education Department. Patient 
Education has also benefited from the addition of work study students. 
The local communities have contributed much to the Institute 
and patients. We owe the construction of our green dome, fish pond, 
ice rink, baseball diamond and various activities organized by clubs 
to the local communities. HMHI has always depended on its volunteers 
and local community to improve the programs. The Institute has also 
received a visit from a local junior high school group that 
brightened up the Franco-American ward with murals on the walls 
and a volunteer program to provide an individualized birthday cake 
for each patient has begun. 
Some new program developments include a family group therapy 
program recently initiated and another community apartment program 
begun by one of our recently hired psychiatrists in order to 
facilitate a smooth transition for the patients back to home and 
family. 
To ease the adjustment of an admitted patient, we have 
developed an admission packet which includes essential and helpful 
information for the patient and guardian. 
A series of mini-workshops for support services to improve 
their understanding of the nature of mental illness has been 
developed and implemented. Also Staff Development conducts a basic 
28. 
Progress Report 
Bangor ~ental Health Institute 
Page 2 
nursing course which requires all the Mental Health Workers to 
attend and pass. Other areas of training deal with rehabilitative 
nursing, Basic Life Support, etc. 
A protestant chaplain has been recently hired. Some of the 
areas he has developed is the organizing of a choir and inviting 
various religious organizations to entertain the patients. 
JS/m 
29. 
AUGUSTA MENTAL HEALTH INSTITUTE 
Augusta, Maine 04330 
STATE MENTAL HEALTH PLAN PROGRESS REPORT 
The Augusta Mental Health Institute is proceeding both internally and 
in its interfaces with other mental health services in the communities to 
improve the quality of care. 
Internal planning includes the identification of special need categories 
of patients such as the adolescents and young adults, the mentally ill/ 
mentally retarded, patients with special security needs, and patients with 
speech, hearing, or sight defects, in order to plan appropriate programming 
to meet their specialized needs. We are pursuing funding through federal 
grants and possible joint efforts with other agencies charged with special 
responsibilities for these disability groups. 
We are developing systems to insure greater accountability and improved 
staff skills in the areas of sanitation, safety, and general improvement in 
the patients' physical environment. We are following a schedule of painting 
which gives priority to the patient living areas. Modernization of one of 
our major psychiatric units was completed in December, 1976. 
We are aggressively recruiting professional staff to ensure that each 
patient receives maximum treatment benefit. This recruitment includes 
specialists in the areas identified above. 
We are in the process of expanding our "alternative living" facilities 
to provide a social milieu conducive to more independent living for the 
patient with continuing psychiatric disabilities. 
The liaison with the Community Mental Health Centers and the utilization 
of other community resources will be further strengthened when we add to 
our staff a full time community services coordinator. 
Quality and cost control of our services is being strengthened to the 
point that our general medical services are about to receive delegation for 
PSRO Review and our psychiatric services are expected to receive delegation 
within a few months as well. We maintain full JCAH accreditation. 
Our Activity Therapy services and our Volunteer Services make maximum 
utilization of community social and recreational resources. 
Our Resident Advocate has recently returned from expanding her educational 
background and is deeply involved in the development of policies and procedures 
designed to better clarify and protect patients' rights and responsibilities 
as well as investigating complaints and monitoring ongoing a~tivities. 
The agencies which provide post-discharge services are the 6 Community 
Mental Health Centers in our service area. Copies of the most recent 
cooperative agreement with these Centers are attached. 
30. 
Follow-up Care 
Follow-up services are defined as activities which relate to the 
establishment and maintenance of contact with persons discharged from 
mental health facilities (institutes, CMHC programs, halfway houses, and 
other residential program facilities) in order to maintain treatment gains, 
to assure the availability of additional services when necessary, and to 
avoid the sometimes deleterious impact of social isolation following 
discharge. 
As presented in the 1976 Comprehensive Mental Health Plan, follow-up 
aftercare services are provided by each of the eight CMHC's with specific 
cooperative agreements with the state mental health institutes and varying 
levels of linkage with other area social service agencies. five of the 
eight CMHC's receive partial funding support for their aftercare services 
through the state's Title XX funding process. 
During the last year, the Department of Mental Health and Corrections 
reviewed the aftercare service system. Particular attention was given to 
the relationship between mental retardation and mental health aftercare 
services, the comparative levels of funding for aftercare among catchment 
areas, the funding mechanisms, methods of need assessment, mechanisms of 
program monitoring and evaluation, provisions for assurance of service 
quality, direct vs. indirect program costs, and development of quantifiable 
outcome objectives. 
The mental retardation aftercare program had been funded through Title XX 
until July 1, 1977. After July 1 aftercare workers will be state employees 
funded through the Bureau of Mental Retardation in the Department of Mental 
Health and Corrections. These workers are based in six service centers, 
one for each MR region. In two areas the staff will work out of CMHC's, a 
third area's office is in a CMHC funded service center, and in a fourth area 
MR aftercare workers will be located in a CMHC after arrangements for space 
are made. Considering the large size of MR (and MH) caseloads, it does not 
appear that a direct combination of programs would result in any higher 
quality or more cost effective services. However, during the current year 
staff supervisors will be required to meet regularly with area fill aftercare 
staff to assure coordination and non-duplication of services. 
Review of the levels of funding for mental health aftercare services 
showed a lack of consistency in needs assessment methods used in areas with 
Title XX contracts. Basically numbers of service units and program budgets 
were based on prior funding, which was related to the amount of funds 
available for this service when the CMHC developed a Title XX contract. 
The Title XX reporting (and contract) process used by the Department of 
Human Services had allowed a wide variety of aftercare objectives to be 
established with emphasis on quantitative measurement of service units 
provided but little monitoring of service quality. 
As a result of this review, the Department 1) issued guidelines for 
CMHC use in developing consistent, quantifiable objectives for aftercare 
services, 2) established a process for monitoring of service quality 
through contract assurances, 3) promulgated a system of defining direct 
and indirect costs consistent for all MH programs, 4) with the mental 
health institutes, surveyed aftercare intake procedures, 5) recommended 
that Title XX aftercare contracts for FY 78 be initially funded for six 
31. 
months only, and 6) determined equivalent aftercare budgets for non-Title XX 
( funded CMHC' s. 
In addition, the Department plans to 1) develop a specific formula 
for the allocation of Title XX aftercare service funds to be combined with 
2) a qualitative evaluation of program outcome and comparative unit costs. 
Also, 3) a standard intake process will be established which makes full 
use of institute client information. And 4) problems with the Title XX 
reporting system will be resolved which currently prevent CMHC's from 
reporting pre-discharge service units until 60 days after clients have 
left the institutions. 
Agencies responsible for the provision of follow-up services, CMHC's, 
are found in Appendix E. 
The Department has reviewed the availability of halfway house programs 
in connection with de-institutionalization efforts and the Maine Mental 
Health Institute Plan and section of this report on de-institutionalization 
also address the perceived need for halfway house, day treatment type 
facilities. 
Also, the Department has begun to review the historical relationship 
of Maine's day-treatment programs with Title 19 resources and will at least 
develop, over the next year, a model set of standards for use by day treatment 
centers in maintaining or acquiring Title 19 payments. 
32. 
Manpower 
Attached as Appendix Q_ is the Department's plan for the Maine Mental 
Health Institute which, if approved, outlines the procedures established 
to protect employees who would be affected if the legislation is admitted. 
Collective bargaining units have been established recently with the American 
Federation of State, Municipal and County Employees (AFSMCE) representing 
the Institutional Services unit and the Maine State Employees Association 
representing the Administrative Services unit. No contracts have been 
signed as of this writing, nor have the bargaining agents been determined 
for three other units affecting the Department. 
The 1974 Mental Health Manpower Project stated that for age groups, 
mental health agencies projected the greatest percent increase in need to 
children and adolescents, while non-mental health agencies projected the 
greatest percent increase to elderly and children. This, coupled with the 
increased interest and efforts to provide services to children and youth 
has led Children's Services of the Department cif Mental Health and 
Corrections to begin to develop plans to seek training assistance from the 
NIMH Continuing Education Grant to the Maine Council of Community Mental 
Health Centers. 
It has become evident that residential services for adolescents who 
are severely disturbed and who may be suicidal or highly aggressive are 
lacking. These adolescents generally get placed at one of the two state 
mental health institutes, where no defined adolescent program exists, or 
at extremely costly out-of-state residential facilities. The Department 
of Mental Health and Corrections is giving thought to the development of 
a state operated program and would pursue applying for training assistance 
from the NIMH grant. 
The central issue in the provision of adequate personnel for an 
adolescent program is not numbers but insuring quality of staff skills. 
Since there is currently no such program operating in the state, it will 
be necessary to seek people both in-state and out-of-state to assist in 
the pre-service training and continuing education for staff of an adolescent 
program. This training program would also be beneficial to any number of 
other public or private agencies that, likewise, express the need for 
increasing their skills for the treatment and programming for adolescents. 
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STANDARDS OF MAINTENANCE AND OPERATION 
Progress in this area has been marked by the following: 
1. Formulation of Goals and Objectives having reference to quality 
control and performance standards. (See Goal VI) 
2. Planning for creation of Central Office staff positions and 
functions relative to standards monitoring. Specifically, 
Goal II, Objective B calls for the following functions: 
(2) Licensing standards, (4) Information and Evaluation, 
and (5) Contract development and monitoring. Persons performing 
these functions would form a Standards Team responsible for 
site visits and review of Standards of Maintenance and 
Operation. 
3. Inclusion of performance standards in contractural arrangements 
being drawn up with community mental health centers. 
4. Licensing of Mental Health Agencies: 
New licensing regulations were developed and promulgated by 
the Department in the spring of 1977. These regulations are 
shown in Exhibit f. Application for licensure is accomplished 
through a detailed form reflecting th~ regulations. These 
regulations apply to all agencies which provide outpatient 
mental health services and which are not otherwise licensed 
as hospitals. 
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Coordination of Planning 
Efforts have been made to be knowledgeable of interfaces and to coordinate 
planning for services with a number of agencies and groups. These efforts 
have been particularly extensive for children's services. Agencies and groups 
involved in the mental health planning process include: 
Interdepartmental Coordinating Committee (ICC) 
This is comprised of two members each from the Department of 
Education and Cultural Services, Department of Human Services, 
and Department of Mental Health and Corrections. This 
committee continues to be an active group in the planning 
and resolution of several issues (particularly those related 
to services for children). One of the most recent tasks has 
been the preparation of an RFP to study residential treatment 
services and to suggest alternatives for improvement. 
The Community Mental Health Centers (CMHC's) 
A meeting has taken place with the Maine Council of CMHC's 
during which directions for the Department of Mental Health 
and Corrections was discussed and 1iaLsons for children's 
services at each of the CMHC's were ndmed. In addition, 
visits have been made to the CMHC's to be more knowledgeable 
about current programming, to provide technical assistance 
for program development, and to share resource information. 
Directions for the upcoming year include joint meetings with 
the "children's people" from the CMHC's and the Department 
of Mental Health and Corrections as well as increasing 
technical assistance and planning coordination. 
Maine Psychiatric and Maine Psychological Associations 
A meeting has taken place with the Child Psychiatrists' 
subgroup to begin to open communication. Suggestions 
for involvement include a review and comment function, 
participation on task force projects, and position papers. 
This group is a source of many skills and knowledge which 
can be more fully tapped. 
Additional linkages with these two associations has occurred through 
the Mental Health Planning Coalition. This is an informal association 
of professional providers and management representatives of public 
and private sector groups whose primary concern has been the 
Health Systems Agency. 
State Advisory Committee on P.L. 94-142 
DMH&C Children's Services is represented on this state committee 
formulated by DECS for the purpose of reviewing special education 
plans, funding proposals, and legislation. A priority of 
Children's Services is the close involvement with DECS for 
collaborative approaches to what are often concerns of mutual 
responsibility. 
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Developmental Disabilities Council 
Representation on this Council as well as involvement in the 
subcommittee work has been a benefit for cooperative planning, 
particularly since there is overlapping responsibility for some 
client groups, such as children with autism. 
Residential Treatment Centers 
Regular meetings with Centers' staff individually or as a group 
have occurred and will be broadened to include occasional 
meetings with CMHC staff. 
Teacher's Committee 
Monthly meetings have been held with representatives of 
educational programs from the CMH&C institutions. The purpose 
of these has been to examine education purposes and to develop 
goals and objectives for these programs as well as sharing 
resources. 
University of Maine 
There has been involvement with the University of Maine in 
planning courses for upgrading skills for teachers of children 
who are severely and profoundly handicapped. There is also 
on-going collaboration for courses for child development 
workers particularly to work with severely disturbed children. 
The DMH&C also interacts with the University's Human Services 
Development Institute (HSDI) in the area of staff training. 
The functions of the Title XX training system organized by 
HSDI will, on July 1, 1977, be assumed directly by the DHS. 
Mental Health Centers with Title XX contracts have identified 
staff training needs and the personnel have benefitted from 
several training programs. Ray Coniff, newly appointed as 
director of Probation and Parole, has acted as training liaison 
between the DMH&C, Title XX training, the Institute and Council 
of Mental Health Centers training programs. 
Adolescent Services Coalition 
A number of groups in the Bangor area, with the active assistance 
of the Counseling Center, have formed a coalition in an attempt 
to expand and improve adolescent services in that area. Children's 
Services has participated in this effort and hopes to actively 
support and expand this effort during the coming year, 
Maine Mental Health Consortium 
This group has addressed several issues related to mental health 
planning, including systems for distribution of state funds, 
Council of Community Mental Health Centers training program, 
reorganization of the CMH&C (including establishment of regional 
offices), and the BMHI phase-down plan. The group has also held 
workshops on elderly and alcoholism services, participated in a 
Departmental questionnaire on mental health program priorities, 
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and moved towards further clarification and definition of the 
Consortium's role in future planning efforts. 
The Maine Health Information Center 
This group is comprised of representatives of the DMH&C, 
Maine Blue Cross/Blue Shield, the Maine Medical Association 
and Maine Hospital Association. 
There have been numerous other cooperative approaches, some of very 
short duration and others that are expected to continue. The DMH&C, and 
particularly the children's services unit, seeks to continue these efforts 
and to increase its ability to provide technical assistance, collaborative 
planning, and resource sharing. 
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CATCHMENT AREAS 
There have been no significant changes in catchment areas in the past 
year. However, there has been appreciable work done to more precisely 
define the boundaries of the CMHC catchment areas and to more correctly 
estimate the populations in each region. 
In general, catchment areas are defined by counties or groups of 
counties, but as can be seen by the map on p. 54 of the State Mental 
Health Plan (1976), catchment area boundaries do not always correspond 
with county boundaries. A number of border towns relate to the mental 
health center of adjacent counties rather than their own counties. Through 
a series of correspondence and negotiations among mental health center 
directors, the current political-geographical descriptions of catchment 
areas have been established. These descriptions were then used to arrive 
at current (1975) population estimates derived from the latest reports 
(May, 1977) of the U.S. Bureau of the Census. The catchment area 
descriptions along with the corresponding populations and resulting 
(net) populations (as border towns are added or deleted) are shown 
on the following pages. The table also shows Per Capita Incomes for 
each county derived from U.S. Census figures. 
According to information extracted from the Mental Health Demographic 
Profile System (2/8/77) the percent of population in poverty (based on 
the 1970 Census) in each catchment area is as follows: 
Poverty Area 
Region I 63.44% yes 
.Region II 47.66% yes 
Region III 19.23% no 
Region IV 11.22% no 
Region V 2, 21. % no 
Region VI 23.44% no 
Region VII 33.91% no 
Region VIII 55.12% yes 
Accordingly, the catchment areas in Maine which qualify as poverty 
areas are: 
Region I 
II 
VIII 
(Aroostook) 
(Eastern Maine) 
(Mid-Coast) 
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 REGION 
COUNTY 
I 
AROOSTOOK 
A
roos. 
Pen. 
W
ash. 
TOTAL 
II 
EASTERN M
AINE 
H
an. 
Pen. 
P
isc. 
W
ash. 
W
aldo 
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POPULATION 
96,044 
96,044 
39,145 
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16,688 
32,854 
222,358 
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TOWNS 
POP. 
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3,255 
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anforth 
884 
3,098 
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$ 
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t. 
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P
atten 
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S
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W
interport 
2,414 
F
rankfort 
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3,098 
222,302 
3,501 
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REGION 
COUNTY 
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TOWNS 
POP. 
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POPULATION 
NET 
PER CAPITA 
PER CAPITA 
POPULATION 
ADDED 
ADDED 
SUBTRACTED 
SUBTRACTED 
POPULATION 
INCOM
E 
INCOM
E 
COUNTY 
REGION 
1974) 
(12_7_4) 
III 
KENNEBEC VALLEY 
K
en. 
100,745 
V
ienna 
233 
$ 
3,942 
Som
. 
43,519 
3,327 
W
aldo 
B
urnham
 
952 
Freedom
 
389 
U
nity 
1,513 
L
in. 
Som
erville 
263 
W
hitefield 
1,449 
Saga. 
Richm
ond 
2,424 
TOTAL 
144,264 
: 6,990 
233 
151,021 
s 
3,756 
IV 
TRI-COUNTY A
ndros. 
94,094 
$ 
3,627 
Frank. 
24,729 
3,339 
O
xford 
45,076 
B
row
nfield 
677 
3,483 
D
enm
ark 
497 
Fryeburg 
2,549 
L
ovell 
673 
Stoneham
 
179 
Stow
 
133 
Sw
eden 
136 
K
en. 
V
ienna 
233 
Cum
. 
N. 
G
loucester 3,071 
O
tisfield 
851 
TOTAL 
163,899 
4,155 
4,844 
163,210 
$ 
3,544 
r-1 
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REGION 
COUNTY 
BASE 
TOWNS 
POP. 
TOWNS 
POPULATION 
NET 
PER CAPITA 
PER CAPITA 
POPULATION 
ADDED 
ADDED 
SUBTRACTED 
SUBTRACTED 
POPULATION 
INCOM
E 
INCOM
E 
COUNTY 
REGION 
(1974) 
(19l_<'t_) 
.
.
 
V
 
CUMBERLAND 
Cum. 
202,183 
B
runsw
ick 
17,338 
$ 
4,198 
F
reeport 
5,411 
H
arpsw
ell 
3,144 
N. 
G
loucester 
3,071 
O
tisfield 
851 
H
iram
 
836 
P
orter 
1,115 
B
aldw
in 
1,119 
O
xford 
B
row
nfield 
677 
D
enm
ark 
497 
Fryeburg 
2,549 
L
ovell 
673 
Stoneham
 
179 
Stow
 
133 
Sw
eden 
136 
TOTAL 
202,183 
4,844 
32,885 
174,142 
$ 
4,198 
VI 
YORK 
Y
ork 
121,662 
$ 
3,742 
O
xford 
H
iram
 
836 
P
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1,115 
Cum. 
B
aldw
in 
1,119 
TOTAL 
121,662 
3,070 
124,732 
$ 
3,742 
N
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II 
BATH-BRUNSW
ICK 
L
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Cum. 
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V
III 
M
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W
aldo 
L
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TOTAL 
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-
-
-
-
-
-
-
-
-
-
-
-
-
·
·
·
·
-
23,197 
26,234 
49,431 
31,925 
26,187 
58,112 
1,057\~53 
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ENTAL HEALTH CATCHMENT AREAS 
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TOWNS 
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TOWNS 
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NET 
PER CAPITA 
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ADDED 
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SUBTRACTED 
SUBTRACTED 
POPULATION 
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E 
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(1974) 
(197 4) 
Som
erville 
263 
$ 
3,766 
W
hitefield 
1,449 
Jefferson 
1,341 
W
aldoboro 
3,413 
M
onhegan 
49 
Richm
ond 
2,424 
3,543 
B
runsw
ick 
17,338 
(3,914) 
F
reeport 
5,411 
(4,334) 
H
arpsw
ell 
3,144 
(3,973) 
25,893 
8,939 
66,385 
$ 
3,777 
$ 
3,766 
W
interport 
2,414 
3,521 
F
rankfort 
628 
B
urnham
 
952 
Freedom
 
389 
U
nity 
1,513 
Jefferson 
1,341 
W
aldoboro 
3,413 
M
onhegan 
49 
4,803 
5,896 
57,019 
$ 
3,656 
55,895 
55,895 
1,057,953 
S 
3,694 
INVENTORY, SURVEY, AND PRIORITIES 
The Needs Assessment and Resources Survey of the 1976 Plan 
has not been subjected to revision through any new inventory. 
There were a number of criticisms of the 1976 needs assessment 
to the effect that it did not take into account the financial 
resources available to a given region. An experimental mental 
health resources survey was undertaken in early 1977. This 
survey utilized populations, beds, personnel hours, and 
demographic, social and illness indicators from the 1976 Plan 
but added in a factor for funding for fiscal year 76-77. New 
final ranks were then derived. This revised priority schedule 
did not receive general approval by the Executive Committee of 
the Mental Health Consortium, two criticisms of it were 
1) that the factor weightings were arbitrary, and 2) that the 
fund allocation factor was duplicative of the available 
personnel hours factor, but not in any consistent way. (Most 
funds go into staff, but in at least one case - Area VIII -
increased federal funds had been allocated, but staff not yet 
hired.) This Revised, Experimental Mental Health Resources 
Survey is included here for discussion and comment only, 
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M
ENTAL HEALTH RESOURCES 
SURVEY: 
AREA I, AROOSTOOK 
~
 
BEDS 
M
ENTAL HEALTH PERSONNEL W
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A
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P
art. 
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A
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B
angor 
18 
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E
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C
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A
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B
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M
ENTAL HEALTH RESOURCES SURVEY: 
AREA III: 
KENNEBEC VALLEY 
BEDS 
M
ENTAL HEALTH PERSONNEL W
EEKLY HOURS 
A
cute 
Long-Term
 
P
art. 
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E
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C
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O
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A
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A
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M
ENTAL HEALTH RESOURCES 
SURVEY: 
AREA IV
: 
TRI-COUNTY 
BEDS 
A
cute 
FACILITY 
B
eds 
T
ri-C
ounty M
ental H
ealth Services 
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L
ew
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aine 
C &
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C
hildren's Services 
A
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E
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8 
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per 100 
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CUMBERLAND 
BEDS 
M
ENTAL HEALTH PERSONNEL W
EEKLY HOURS 
A
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Long-Term
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B
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B
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E
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M
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M
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A
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enter 
535 
V
A
 H
ospital, 
Tagus 
65 
B
ureau 
of Hum
an R
elations Svcs. 
80 
R
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per 10,000 
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M
ENTAL HEALTH RESOURCES SURVEY: 
AREA V
I: 
YORK 
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BEDS 
M
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EEKLY HOURS 
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M
ENTAL HEALTH RESOURCES SURVEY: 
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onsult. 
116 
C & E 
23 
R
escue Inc. 
42 
A
ugusta M
ental H
ealth In
stitu
te 
27 
V
A
 H
ospital, 
Togus 
23 
TOTAL 
11 
so 
320 
59 
36 
252 
717 
1975 POPULATION: 
76,400 
per 
c
apita 
r
a
te
 
1.44 
6.54 
0.938 
per 10,000 
per 10,000 
per ::..oo 
'
~
 
TABLE A
-V
III 
.
-
-I 
M
ENTAL HEALTH RESOURCES SURVEY: 
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ENTAL HEALTH RESOURCES: 
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1.45 
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TABLE OF CMHC SERVICE -
EXTENT OF AVAILABILITY 
Table I summarizes the availability of treatment programs within each 
catchment area. Across the top are generic categories of treatment modalities 
considered essential in a comprehensive, balanced service system. Down the 
left hand column are listed the mental health catchment areas, and within 
each region, four age groups. The presence of a letter at an intersection 
of a row and column indicates the presence of some type of formal treatment 
program. Meanings of the letters are explained under "Symbol Definitions" 
below. There are of course some problems in deciding whether or not to 
include the services claimed by a given agency as a "formal treatment" 
program. Generally a program was indicated if a particular organization 
has been set up to provide the service, or if one or more FTE is designated 
to service the problem group in question. No attempt was made to identify 
boarding, nursing and foster home programs. 
Given the Department's limited present capacity to assess the adequacy 
of programs, no attempt is made here to evaluate a program as to its 
strength or effectiveness. 
It is apparent from the table that there are significant overall 
deficiencies in inpatient services for children, residential treatment 
programs (under extended care), transitional living programs, outreach for 
children and prevention programs on the public education and community 
action spheres. Special programs for the elderly are also generally lacking. 
56. 
SYMBOL DEFINITIONS 
TREATMENT PROGRAM TARGET SYMBOLS 
A = Alcoholism 
D Drug Abuse 
J = Community Justice 
M Mental Health 
R Mental Retardation 
s Special 
0 Other 
SPECIFIC TREATMENT MODALITIES: 
EXTENDED CARE 
RTC Residential Treatment Center 
BH 
NH 
Boarding Home} These exist in all Catchment Areas 
Nursing Home 
TRANSITIONAL CARE 
HWH Half-way House 
GH Group Home 
FH Foster Home 
PARTIAL CARE 
PH Partial Hospitalization 
DC Day Care 
TN Therapeutic Nursery 
SW Sheltered Workshop 
OUTPATIENT, NON-SCHEDULED 
ES 
CI 
WI 
OUTPATIENT 
MC 
FC 
vc 
C-P 
OUTREACH 
Emergency Service 
Crisis Intervention 
Walk In Center 
SCHEDULED 
Medication Clinic 
Family Counseling 
Vocational Counseling 
Counseling - Psychotherapy 
AC After Care 
FU Follow Up 
HV Home Visits 
CONSULTATION 
CC Client Centered 
SC Staff Centered 
PC Program Centered 
57. 
SPECIAL NOTES 
Az Eastern Maine Medical Center 
A3 Kennebec Valley Comprehensive Alcohol Treatment Program 
A4 Crossroads; 24-Hour Club 
A5 Community Alcoholism Services 
A6 Milestone Foundation 
A7 Midcoast Rehabilitation Center 
Mz Eastern Maine Medical Center and D-1, BMHI 
M3 St. Michael's Center 
M4 AMHI Independent Living Program; Motivation Inc. 
M5 Sweetser Children's Home 
M6 Community School 
M7 Spurwink 
M3 Elan 
M9 Bancroft North 
01 Sununer Camp Program 
Oz Homemaker Services 
S1 Speech and Hearing Program 
58. 
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TABLE 1 (cont'd) 60. 
AVAILABILITY OF TREATMENT PROGRAMS 
BY AREA, MODALITY, AGE AND PROBLEM GROUP 
AREA AGE GROUP CONSULTATION EDUCATION EDUCATION COMMUNITY 
CC, SC, PC -CLIENT -PUBLIC ACTION 
I Child M 
AROOSTOOK Adoles M Sl 
Adult M A 
Elder 
II Child M 
EASTERN Adoles M J 
MAINE Adult M M 
Elder 
III Child M 
KENNEBEC Adoles M J 
VALLEY Adult M 
Elder 
IV Child M 
TRI- Adoles M J 
COUNTY Adult M 
Elder 
V Child M 
CUMBER- Adoles M 
LAND Aault M J M 
Elder 
VI Child M 
YORK Adoles M 
Adult J S1 M 
Elder 
VII Child M 
BATH- Adoles M 
BRUNSWICK Adult M 
Elder 
VIII Child M 
MID- Adoles M 
COAST Adult M 
Elder 
( MENTAL HEALTH ADVISORY COUNCIL 
Alan Elkins, M.D. 
James Lyna 
David Shawl 
Arthur Levine 
John Ballou, Esq. 
Richard Lumb 
Thomas Kane, DSW 
Robert Morrell 
Walter Rohm, M.D. 
Robert Vickers 
Louise Mahaney 
Amory Houghton 
J. Gregory Shea 
Arthur Bowie, Jr. 
Marcel Morin 
Millicent Monks 
William Barnum, M.D. 
Bernedette Bouchard 
Sally Haggett 
Catherine Cutler 
Portland 
Augusta 
Brunswick 
Waterville 
Bangor 
Saco 
Saco 
Brunswick 
Windsor 
Ft. Fairfield 
Bangor 
Portland 
Lewiston 
Greene 
Lewiston 
Portland 
Rockland 
Caribou 
Bath 
Bangor 
(P) 
(C) 
(P) 
(C) 
(C) 
(C) 
(P) 
(C) 
(P) 
(P) 
(P) 
(C) 
(P) 
(C) 
(C) 
(C) 
(P) 
(C) 
(C) 
(c) 
Al 
STATE OF MAINE 
1\PPROVED 
APR 6 '77 
BY GOVEHtlOR 
IN T!IE YEAR OF OCH. LUl~U >.'L\"ETEEN JfUI\DRED' 
SEVENTY-SEVEN 
H. P. 301 - L. D. 357 
AN ACT Creating a Mental Health Advisory Council. 
Emergency preamble. \Vher<:as, Acts of the Leg·is\ature do not become ef-
fective until 90 days after adjournment unless enacted as emergencies; and 
\Vhereas, the Federal Department of Health, Education and \Vclfare re-
quires that the present ~Taine Interim ~lental Health Ach·isory Council be 
given formal legislative or executive stature by April 1, 1977; and 
\Vhereas, subsequent action to release or approve the expenditure of federal 
funds for mental health services in l\faine will be jeopardized if such legisla-
tiYe or executive mandate is not effective on or before April 1, 1977; and 
\\'hereas, federal regulations require that the membership of the State 
Mental Health Advisory Council be repr<:sentative of both those who under-
stand the need for services and those who are responsible for program im-
plementation, and of the so::ial, economic. linguistic and racial groups resid-
ing in the State, as well as its geographic areas; and 
\Vhereas, in the judgment of the Legislature. these facts create an emer-
gency within the meaning of the Constitution of ~Iaine and require the follow-
ing legislation as immediately necessary ior the presen·ation of the public 
peace, health and safety; now, therefore, 
Be it enacted by the People of the State of Mai}IC, as follows: 
Sec. x. 34 JV'RSA § 2002, first sentence, as repealed and replaced by PL 
1975. c. 75S, § 9, is amended to read: 
The commissioner shall. with the advice oi the G:ittHtt·i+ttt' &tt ~.~ +I~ 
Mental Health Advisory Council. appoint a11cl set the sabr_v subject to the 
approval oi the Ct'Yernor tt-Htt ~~. ior a Director oi :-Iental Health who 
shall be a person ·with training and expnicnce in mental he;:dth program ad-
ministration or \Yho has had satisfactory experience in the direction of work 
of a comparable nature. 
Sec. 2. 34 MRSA § 2003 is repealed and the following enacted in its place: 
§ 2003. Mental Health Advisory Council; membership; duties 
The Governor, with the advice of the Commissioner of Mental Health and 
Corrections, shall establish a 1\frntal Health Advisory Council and appoint 
its ntembership. The membership shall consist of 30 penrn:;s, inch1ding- repre-
sentatives of consumers of mcnt:tl health services. including- clients and their 
families, providers of such services: and those ,vho :l!"e concerned with the 
planning, opcr;1tion, or use of such servicl's ;rncl facilities who arc represcnta-
tiV('S of nonr:ovcrmnent organizations or groups; and representatives of ai~en-
cies of State Government. 
125·· l 
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PUBLIC LAW 
( A majority, but no more than 60% of the members, shall be neither direct 
nor indirect providers of mental health services, and no less than 40% shall be 
direct or indirect services providers. Consumers who arc identified as nonpro-
vider members of community mental health center boards may be considered 
a3 nonprovidcrs for the purpose of serving on the Mental Health Advisory 
Council. The nonprovider consumer class of membership sh:1!1 include, where 
possible, but not be limited to, persons who have been beneficiaries of the ser-
vices of a public mental hospiwl or community mental health center, as well 
as representatives of patient orr:anizations and patient aclvouicy groups. The 
provider class of membership shall include persons from both governmental 
and nongovernmental mental health service agencies. Both provider and con-
sumer members shall be representative of the social, economic, linguistic and 
racial groups residing in the State, as well as its geographic areas. 
Members shall be appointed for a term of 3 years, except that of the mem-
bers first appointed. Vi shall be appointed for a term of 3 years, ~ shall be 
appointed for a term of 2 years and ;:-,3 shall be appointed for a term of one 
year, as designated by the Governor at the time of appointment; except that 
any member appointed to fill a vacancy occurring prior to the expiration of 
the term for which his predecessor was appointed shall be appointed only 
for the remainder of such term. Any vacancy in the council shall not affect 
its powers, but shall be filled in the same manner by which the original ap-
pointment was made. The membership shall elect a chairman. 
The duties of the Mental Health Advisory Council shall include, but not 
necessarily be limited to, acting in an advisory capacity to the commissioner 
in the development of the state mental health plan and in the appointment of 
a Director of lVIental Health. The council shall meet at least quarterly. 
Emergency clause. In view of the emergency cited in the preamble, this 
Act shall take effect when approved. 
] N 1Iol1S1·: OF R1-:J'l,ESENTAT1\"ES, ............ , , , , .... , . , . , , 1977 
.Read twice and passed to be enacted . 
. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Speal,cr 
IN St:NATE, ...................•...••. 1977 
Read twice and passed to he c11actcd . 
. . . , ........................................... Prcsidc11t 
Approved ............ , ..... , . , , , , 1977 
· • · · • · , • · • • · · · · · , • · .• , , ... , ..• , .•.......•.•..•. Go·<•cn1t>r 
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DEPARTMENT OF MENTAL HEALTH & CORRECTIONS 
State Office Building Telephone (207) 289-3161 Augusta, Maine 04333 
----------·-·----· --------
----~ - - ---- ~--~~-- _. ~~---- - - - --------==-=· -----=-=-·-=-=-- ~------=----=-= ===-=----=-----=----- -------------
GEORGE A. ZITNAY, Commissioner 
February 1977 
Dear Friend: 
The Department of Mental Health and Corrections, together 
with other elements of the Mental Health System, is deeply involved 
in the process of defining our basic mission and deciding on the 
best organization and methods for carrying out our purposes. The 
Department, in conjunction with the Maine Mental Health Consortium, 
is seeking your input into the process of developing and refining 
the goals and objectives of the mental health system. This is an 
essential step in the planning process. 
At its meeting in P9rtland last November, the membership of 
the Mental Health Consortium agreed to support the circulation of 
a questionnaire, the results of which will be used to focus our 
discussion and help us to arrive at a consensus on the goals and 
objectives for the mental health system. 
I would greatly appreciate your taking the time to fill out 
and return the enclosed questionnaire. We hope to be able to 
analyze the responses and use the results as a basis for discussion 
at the next meeting of the Consortium, which is scheduled to take 
place during the month of March. Your promptness in replying 
would help very much. 
Would you please try to return the questionnaire within a 
week of the date you receive it? Thank you very much for your' 
part in this important activity. 
GAZ/lyl 
Sincerely yours, 
(/ ·-'~ t" / 
' ;J -·--!·------
') .• ~ l '· .'-- / 
,, I 
George A. Zitnay 
Commissioner 
Bl 
I ,, 
1, 
i 
DEPARTMENT OF MENTAL HEALTH & CORRECTIONS 
State Office Building Telephone (207) 289-3161 Augusta, Maine 04333 
GEORGE A. ZITNAY, Commissioner 
MENTAL HEALTH PRIORITIES QUESTIONNAIRE #1 
This questionnaire is being directed to you as one who is interested or 
involved in Maine's Mental Health System. Please consider yourself as one 
of a panel of persons whose experiences or expertise can contribute vitally 
to the planning process. Your responses will be used in the formulation of 
goals and priorities for mental health programs; the results of this 
questionnaire will be reflected in the State Mental Health Plan. This is 
the first of a series of questionnaires and discussions aimed at identifying 
problems and issues and gaining a consensus on directions for mental health 
system development. You will receive a feedback of the results of this 
questionnaire, and later on a more refined set of questions based on these 
results. The follow-up questionnaire will attempt to more specifically define 
objectives, responsibilities, and time frames. Meetings of the panel as a 
group may also be held to help define or resolve certain issues. 
The more careful thought you can give this questionnaire, the more helpful 
it will be. Please try to answer as many items as you can. However, if you 
feel any question is inappropriate or outside of your ability to answer, it 
may be omitted. Your comments on the questionnaire itself are welcome. 
Your individual responses will be treated in confidence by the planning 
staff; results will be reported either anonymously or in aggregate form. 
However, analysis of the results will be aided if you will provide certain 
identifying information about yourself. 
NAME 
---------~------
TOWN WHERE EMPLOYED ____ ------------------------'---
Check any which apply to you: 
Interested citizen 
----
Recipient of mental health services 
Legislator 
Other public official 
Member, Mental Health Board or Committee ___ _ 
Provider associated with: 
State or federal government 
State institution 
Community Mental Health Center 
Private agency ___ _ 
Independent practice 
If affiliated with mental health organization, your position or role 
Vocational background or training, ______________________ _ 
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e
s
 in
 
the 
c
atchm
ent 
a
r
e
a
. 
9. 
T
here 
should be 
a 
v
o
u
cher 
system
 in
 
w
hich 
c
o
n
su
m
e
rs 
re
c
eive 
"
c
r
ed
its" 
from
 
the governm
ent 
a
nd 
s
e
ek th
eir 
ow
n providers 
of 
choice for 
m
e
n
tal health 
s
e
r
vices. 
'~
-----
(1) 
( 2) 
S
trongly 
D
isagree D
isagree 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
(3) 
U
ndecided 
o
r 
N
eutral 
3 3 3 3 3 3 3 3 3 
( 4) 
A
gree 
4 4 4 4 4 4 4 4 4 
(5) 
S
trongly 
A
gree 
5 5 5 5 5 5 5 5 5 
-
-::t 
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10. 
The insurance 
a
nd 
th
ird
-p
arty
 payor 
system
 
should be 
strengthened 
through leg
islatio
n
. 
11. 
Support 
to
 
the CM
HC's 
from
 
the S
tate 
should 
co
m
e 
through purchase 
of 
s
e
rvice 
a
rra
ngem
ents. 
In 
o
ther 
w
o
rds, 
the DMH&C 
w
o
uld 
c
o
n
tra
c
t 
w
ith 
CM
HC's 
to
 provide 
a 
c
e
rtain
 
a
m
o
u
nt 
of p
articu
lar kinds 
of 
s
e
r
v
ices. 
12. 
The DMH&C 
should invest greater 
effo
rt in
 identifying 
a
nd 
s
e
eking 
F
ederal grants 
to
 
s
upport 
m
e
n
tal health 
s
e
r
vices. 
13. 
M
ental health 
system
 p
articip
an
ts 
should 
e
x
tend greater 
effo
rts in
 
the p
o
litical 
a
re
n
a
 
to
 
obtain larg
er 
appropriations from
 the 
leg
islatu
re. 
14. 
M
ental h
ealth
 
c
e
n
te
rs 
a
nd 
th
eir B
oards 
should 
m
ake g
reater 
effo
rts 
tow
ard 
c
o
m
m
u
nity fund 
r
aisin
g
. 
C. 
G
overnm
ental 
re
o
rganization 
of 
s
o
cial 
s
e
rvice departm
ents 
15. 
The present 
a
utonom
y 
of DMH&C 
w
ith its 
r
e
sp
o
n
sib
ilities for 
m
e
n
tal 
h
ealth
, 
m
e
n
tal 
r
e
ta
rd
atio
n
 
a
nd 
c
o
rre
c
tions 
should be 
r
e
tain
ed. 
16. 
The D
epartm
ent 
should be 
absorbed 
o
r integrated into 
the D
epartm
ent 
of H
um
an S
ervices. 
17. 
A
 n
ew
 D
epartm
ent 
of D
irect S
ocial S
ervice D
elivery incorporating 
m
e
n
tal h
ealth
, 
m
e
n
tal 
r
e
ta
rd
atio
n
, 
ch
ild
ren
's 
s
e
r
v
ices, 
eld
erly
's 
s
e
r
v
ices, 
p
ro
tectiv
e 
s
e
rvices 
a
nd 
v
o
c
a
tional 
r
eh
ab
ilitatio
n
 
(including 
alcohol 
a
nd drug 
abuse) 
a
nd 
r
elated
 
o
ffices 
should be 
form
ed. 
18. 
A
 s
uper 
c
o
m
m
ission, 
w
ith pow
ers 
to
 in
teg
rate hum
an 
a
nd 
s
o
cial 
s
e
rvice delivery 
should be form
ed. 
D
. 
O
rganization 
of 
m
e
n
tal health 
a
nd 
c
o
rre
c
tions 
s
e
rvice delivery 
system
 
19. 
The present departm
ental 
o
rganization 
w
ith 
the three bureaus 
(MR, 
MR 
a
nd C
orrections) 
should be done 
a
w
ay 
w
ith 
a
nd 
replaced by 
a 
n
ew
 
stru
c
tu
re
 
w
hich has 
a 
fixed point 
of 
r
eferral 
a
nd provides 
c
o
m
prehensive 
s
e
rvices 
to
 individuals 
w
ithout 
regard 
to
 diagnosis 
o
r problem
 
c
ategory. 
(1) 
(2) 
S
trongly 
D
isagree D
isagree 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
1 
2 
(3) 
U
ndecided 
o
r 
N
eutral 
3 3 3 3 3 3 3 3 3 3 
(4) 
(5) 
S
trongly 
A
gree 
A
gree 
4 
5 
4 
5 
4 
5 
4 
5 
4 
5 
4 
5 
4 
5 
4 
5 
4 
5 
,. 
5 
lf') 
l:Q 
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20. 
The departm
ental 
s
e
rvice delivery 
system
 
should be 
regionalized 
so
 
th
at program
 decisions 
a
re
 
m
ade 
o
n
 
a 
regional b
asis, 
a
nd 
s
e
rvices integrated 
o
n
 
a 
lo
cal b
asis. 
21. 
The present bureau 
stru
c
tu
re
 
a
nd 
c
e
n
tralized program
 decision-
m
aking 
should be 
re
tained 
a
nd 
strengthened. 
E. 
S
ervice delivery 
re
s
o
u
rc
e
 
allo
catio
n
: 
T
here 
should be 
r
elativ
ely
 
m
o
re
 
m
e
n
tal health 
re
s
o
u
rc
e
s
 put in
to
: 
22. 
R
esidential 
treatm
en
t 
s
e
rvices for 
children; 
23. 
C
hild 
a
nd fam
ily 
o
u
tp
atien
t 
agencies 
a
nd program
s; 
24. 
School 
r
elated
 
a
c
tiv
ities 
s
u
ch 
a
s
 diagnosis 
a
nd 
s
c
re
e
ning; 
25. 
School 
r
elated
 
a
c
tiv
ities 
s
u
ch 
a
s
 p
rescrip
tiv
e learning 
a
nd 
psychotherapy in
 
s
chools; 
26. 
R
ecreation-related 
a
c
tiv
ity
 program
s (clubs, 
sp
o
rts, 
c
a
m
ps) 
directed 
tow
ard 
children 
w
ith behavior problem
s; 
27. 
Hom
e 
a
nd fam
ily-directed 
o
u
treach program
s 
w
ith 
a
n
 
e
m
phasis 
o
n
 
keeping 
the disturbed 
child in
 
the hom
e 
a
nd 
a
s
sistin
g
 
the fam
ily 
to
 
w
o
rk 
w
ith the 
ch
ild; 
28. 
P
re-school program
s 
s
u
ch 
a
s
 
therapeutic 
n
u
r
s
e
ries, day 
a
nd 
e
v
e
ning 
c
a
re
 
c
e
n
te
rs, 
e
tc
. 
for 
children 
of 
m
ultiple problem
 fam
ilies; 
29. 
P
aren
t-train
in
g
 program
s for parents 
of 
children 
w
ith behavior 
problem
s; 
30. 
E
ducation 
a
nd public 
r
elatio
n
s program
s 
to
 
e
lic
it 
m
o
re
 
p
articip
atio
n
 by 
the 
elderly in
 
m
e
n
tal health 
s
e
r
vices; 
31. 
T
raditional 
o
u
tp
atien
t, day 
c
a
re
 
a
nd in
p
atien
t 
s
e
r
vices geared 
to
 
the 
eld
erly
, 
w
ith 
tra
n
sp
o
rtatio
n
; 
32. 
M
ental health 
o
u
treach program
s for 
the 
elderly; 
(1) 
(2) 
(3) 
U
ndecided 
( 4) 
(5) 
S
trongly 
o
r 
S
trongly 
D
isagree D
isagree 
N
eutral 
A
gree 
A
gree 
1 1 1 1 1 1 1 1 1 1 1 1 1 
2 2 2 2 2 2 2 2 2 2 2 2 2 
3 3 3 3 3 3 3 3 3 3 3 3 3 
4 4 4 4 4 4 4 4 4 4 4 4 4 
5 5 5 5 5 5 5 5 5 5 5 5 5 
'°
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33. 
In
teg
ration 
of 
m
e
n
tal health 
w
ith hom
e health 
a
nd 
n
u
tritio
n
 
c
a
re
 
for 
the 
eld
erly
; 
34. 
In
teg
ratio
n
 
of 
m
e
n
tal health 
w
ith tra
n
sp
o
rtatio
n
 program
s for 
the 
eld
erly
; 
35. 
Innovative 
altern
ativ
es, 
e
.g
., 
c
o
m
panionship, 
fo
ster 
grandparent, 
s
elf 
o
rganization 
a
nd 
e
x
e
rcize program
s, for 
the 
eld
erly
; 
36. 
T
raining 
of 
m
e
n
tal h
ealth
 professionals in
 dealing 
w
ith problem
s 
of 
the 
elderly; 
37. 
C
onsultation, 
inform
ation 
e
x
change 
a
nd 
c
o
o
rdination 
w
ith R
egional 
genior C
itizens C
ouncils 
a
nd 
the B
ureau 
of M
aine's E
lderly; 
38. 
A
ftercare 
s
e
rvices (planning, 
placem
ent, 
m
aintenance) for form
er 
p
sy
ch
iatric in
p
atien
ts; 
39. 
D
ay 
c
a
re
 
a
nd 
e
v
e
ning 
c
a
re
 program
s for form
er p
sy
ch
iatric in
p
atien
ts; 
40. 
M
ental health 
s
e
r
vices 
s
u
ch 
a
s
 
a
s
s
e
s
s
m
e
n
t 
a
nd 
c
o
u
n
s
eling for 
juvenile 
offenders; 
41. 
Com
m
unity justice program
s for p
re
-trial intervention 
a
nd 
s
e
n
ten
cing 
altern
ativ
es for 
offenders; 
42. 
R
esidential 
treatm
en
t program
s for 
alcoholics; 
43. 
O
utpatient 
treatm
en
t program
s for 
alcoholics; 
44. 
R
esidential 
treatm
en
t program
s for drug 
abusers; 
45. 
O
utpatient 
treatm
en
t program
s for drug 
abusers; 
46. 
In
p
atien
t 
treatm
en
t program
s for 
the 
chronically 
m
e
n
tally ill; 
47. 
In
p
atient 
treatm
en
t program
s for 
the 
a
c
u
tely 
m
e
n
tally ill; 
48. 
O
utpatient 
treatm
en
t program
s for individuals 
who 
a
re
 
e
m
o
tionally 
disturoed 
o
r 
u
nder 
stre
ss; 
(1) 
(2) 
(3) 
U
ndecided 
(4) 
(5) 
S
trongly 
o
r 
S
trongly 
D
isagree D
isagree 
N
eutral 
A
gree 
A
gree 
1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 1 
2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 2 
3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 
4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 4 
5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 5 
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49. 
O
utpatient 
treatm
en
t program
s for 
c
o
uples 
a
nd fam
ilies 
w
ith 
e
m
o
tional problem
s 
a
nd/or 
a
re
 
u
nder 
stre
ss; 
F. 
Q
uality 
a
s
s
u
ra
n
c
e
, 
e
v
aluation, 
a
nd 
a
c
c
o
u
n
tability 
so. 
E
m
phasis 
o
n
 program
 
effectiveness 
e
v
aluation 
should be delayed 
u
n
til 
o
ther problem
s 
of funding, 
m
a
n
agem
ent 
a
nd 
m
ission 
of 
m
e
n
tal h
ealth
 
agencies have been 
re
s
olved; 
51. 
H
aving 
a
n
 
effectiv
e q
u
ality
 
a
s
s
u
ra
n
c
e
 program
 
should be 
a 
c
o
ndition 
of 
licensing for CM
H
C's; 
52. 
A
 system
 
of 
a
c
c
o
u
n
tability for 
the 
e
xpenditure 
of public 
o
r 
c
o
m
m
u
nity funds (being 
able 
to
 
te
ll 
the public 
w
hat 
th
ey
're 
g
etting for 
th
eir 
m
o
n
ey) 
should be 
a 
c
o
ndition 
of licen
su
re. 
G. 
P
ublic 
education 
53. 
P
resent 
m
ethods 
a
nd 
effo
rts 
to
 
educate 
the public 
c
o
n
c
e
rning 
m
e
n
tal h
ealth
 
a
nd how
 
to
 
s
e
ek help for problem
s 
a
re
 
adequate. 
54. 
M
ore 
u
s
e
 
should be 
m
ade 
of 
the 
m
edia 
to
 
obtain public 
s
upport 
of 
the 
m
e
n
tal h
ealt~
 
system
. 
H
. 
P
ersonnel developm
ent 
55. 
R
elatively 
m
o
re
 
re
s
o
u
rc
e
s
 
should go into 
c
o
n
tinuing 
staff 
education 
a
nd professional developm
ent. 
56. 
M
ental H
ealth in
stitu
tes 
a
nd 
c
e
n
te
rs have 
a
n
 
obligation to
 
try
 
to
 
a
s
sist 
th
eir 
n
o
n
-professional 
e
m
ployees 
to
 
a
chieve professional 
sta
tu
s, 
w
here 
appropriate, 
through 
s
upport 
of 
education 
a
nd 
train
in
g
. 
I. 
O
ther: 
L
ist below
 
a
ny issues 
a
nd/or 
opcions 
w
hich you feel 
w
e
re
 
o
m
itted 
o
r 
n
o
t 
adequately presented 
above. 
R
ate your 
ow
n 
options 
in
 
term
s 
of 
agreem
ent/disagreem
ent. 
57. 
(use back 
of 
sheet if 
n
e
c
e
s
s
a
ry) 
(1) 
(2) 
(3) 
(4) 
(5) 
U
ndecided 
S
trongly 
o
r 
S
trongly 
D
isagree D
isagree 
N
eutral 
A
gree A
gree 
1 
2 
3 
4 
5 
1 
2 
3 
4 
5 
l 
2 
3 
4 
5 
1 
2 
3 
4 
5 
1 
2 
3 
4 
5 
1 
2 
3 
4 
5 
1 
2 
3 
4 
5 
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II Target Groups and Treatment Modalities 
In the exercises which follow, you are asked to indicate particular 
groups (first defined by age and then by problems) which you feel require 
additional attention, and to indicate the form of service or treatment 
modality which you feel the additional attention should take. Please 
keep in mind that you are dealing with limitted resources, and that 
expansion would be possible in only selected target group-modality 
combinations. Below are brief definitions of the modalities given, 
followed by an example of the exercise. 
DEFINITIONS: Modalities or activities are defined as follows: 
1. Inpatient Services: 24-hour psychiatric hospitalization involving 
nursing service and coverage by psychiatrists and other mental 
health professionals. 
2. Emergency Services: 24-hour telephone service with mental health 
professionals available for telephone or face-to-face contact on 
an unscheduled basis. 
3. Crisis Intervention: Short-term, limited session counseling or 
psychotherapy sessions directed toward handling a particular 
emotional or situational crisis, with planning and referral to 
continued treatment if appropriate. 
4. Outpatient services: The entire range of psychotherapeutic, chemo-
therapeutic and other therapeutic interventions available on a 
scheduled basis. 
5. Therapeutic Nursery/Child Care Center: A facility for daily (not 
overnight) care of young children, with personnel trained to guide 
development and correct behavior problems and possibly to counsel 
and train parents. 
6. Partial Hospital-Psychotherapy Oriented: A day or evening care 
(not overnight) program providing a daily schedule of several hours 
of structured supervised therapeutic activities focussing on 
individual and group psychotherapy and possibly chemotherapy. 
BS 
7. Partial Hospital-Activity Oriented: A day or evening care (not 
overnight) program providing a daily schedule of several hours of 
structured, supervised therapeutic activities focussing on socialization, 
stimulating and instructional activities. Chemotherapy may be 
included. 
8. Vocational Rehabilitation: A broad range of services provided by 
trained rehabilitation counselors involving interest and aptitude 
assessment, counseling, vocational training, referral and job 
seeking support. 
9. Consultation: Provision by mental health professionals of supervision, 
training, program planning assistance and counseling to other care 
givers, teachers, administrators, etc. 
10. Client Education: Formalized information giving, instruction, or 
training given to client or client's family or significant others 
concerning client's problem(s) and how to deal with it (them). 
-8-
11. Non-hospital Residential Treatment: Board, room, education, 
counseling, etc. provided according to a boarding school model 
with some staff in residence. 
12. Staffed Half-Way House: Short term residence provided in a family 
or group living model often following inpatient care, with house-
parents or counselors in residence. 
13. Boarding Home/Group Home: Semi-permanent board and room, provided 
according to a boarding house model, usually with proprietor in 
residence, possibly in a parental role, and the provision of some 
programs and services. 
14. Semi-Independent Living: Long-term residence according to an 
apartment living model featuring self-care. Counseling and 
supervision available but staff not in residence. 
15. Out-Reach/Home Visits: Services which may include supervision, 
supportive counseling or companionship are provided in the home 
by trained visiting staff. 
16. Store Front/Walk-In Center: Activities, counseling and other services 
available on an informal unscheduled basis in non-office or non-
institutional-like quarters, usually located near the gathering 
places of the target group. 
17. Indigenous Field Worker: Counselirtg and other services provided 
on an informal basis by a professional or paraprofessional person 
who shares the cultural and personal characteristics of the target 
group. 
18. Leadership Workshop: Workshops for politicians, community leaders 
B9 
and "gatekeepers", business executives, physicians, public administrators, 
law enforcement officials, etc. on dealing with problems presented 
by particular target groups. 
19. Community Organization: Efforts by trained community organizers to 
facilitate organization of "powerless" or "high risk: groups for 
self advocacy, cooperative activity, political action, etc. 
20. Other: Any modality, set of activities, or service category omitted 
or inadequately described above. (Please specify) 
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In 
the b
rief EXAM
PLE 
to
 
the le
ft, 
checkm
arks 
indicate 
the 
re
spondent feels 
there 
should 
be 
e
xpanded in
p
atien
t 
s
e
rvices for 
a
u
tistic 
children, juvenile delinquents 
should have 
m
o
re
 
v
o
c
a
tional 
r
eh
ab
ilitatio
n
 ?-.nd 
w
alk-in 
c
e
n
te
rs, 
adult psychotics 
n
e
ed 
n
o
 
additional 
br 
e
xpanded 
m
odalities 
o
v
e
r 
w
hat is 
already 
a
v
ailable, 
a
nd 
the 
eld
erly
 depressed 
n
e
ed 
m
o
re
 
o
u
treach 
a
nd hom
e 
v
isit 
s
e
r
vices. 
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In the spaces below, please list those age group-modality combinations 
which you have checked on page 10 which should receive the highest 
order of priority. Place a number in front of each combination to 
indicate how you would.rank the priority ( 1 = highest priority). 
EXAMPLES: Rank Age Group Modality 
(1) Adolescents Residential Treatment 
(2) Elderly Outreach-Home Visits 
(4) Adolescents Walk-in Center 
(3) Pre-school Child Care Center 
(5) Preadolescents Other: Advocacy 
etc. 
Please list no more than 10 items. 
Rank Age Group Modality 
Bl DIRECTIONS: On the next page, for each problem group, check o/) the 
box or boxes, if any, under the treatment modality which 
whould be expanded or developed to more adequately serve 
that problem group. Check only those items you feel should 
receive high priority. Modalities are defined below, 
Bl2 
BlJ 
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Bl Problem Groups and Treatment Mo a 1.t1.es 
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In the spaces below, please list those problem group - modality 
combinations which you have checked on page 12 which should receive 
the higher order of priority. Place a number in front of each combination 
to indicate how you would rank the priority ( 1 = highest priority). 
EXAMPLES: Rank Problem Group Modality 
(1) Families in conflict Crisis intervention 
Bl4 
(4) Former Psych. Pts.-long term Part. Hosp .. - Activity Oriented 
(3) Alcoholics Group home 
(2) Emotionally Disturbed Children Inpatient services 
Please limit your list to ten items. 
Rank Problem Group Modality 
-14-
III ORGANIZATIONAL PROBLEMS 
From the point of view of your particular organization responsibility, 
check in the first column which organizational problems must be resolved in 
order for successful programs to be implemented. In the second column rank 
those items you have checked in order of priority ( 1 = highest priority) 
1. Staff Reorganization 
2. Staff Recruitment 
3. Upgrading of Staff (Replacement) 
4. Relocation of Displaced Staff 
5. Staff Development (In-Service Training) 
6. Improved Clinical Records Management 
7, Management Information System Development 
8. Evaluation System Development 
9. New Development or Relocation of Satellite Clinics 
10. Identification of New Funding Sources 
11. Upgrading of Governing Body (e.g. Comniuni.ty Board) 
12. Improving Community Relations 
13. Clarification of client selection and treatment 
philosophies 
14. Other 
( t/ ) Rank 
1315 
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IV A. Below is a proposed statement of the purpose of the Department of Mental 
Health and Corrections. Please indicate the degree to which you approve 
or disapprove tile statement and its sub-parts by circling a number 
opposite each part of the statement. 
PURPOSE OF THE DEPARTMENT OF 
MENTAL HEALTH AND CORRECTIONS 
To promote the mental health and 
general well-being of individuals, 
families and communities of the State 
of Maine through services to those 
who are emotionally dependent, 
emotionally or mentally disabled, 
or delinquent. Services to be 
provided by the Department include: 
a. Administration and management of 
both human and physical resources. 
b. Needs assessment and short and 
long term planning. 
c. Program evaluation, quality 
assurance programs, standards 
development and licensing. 
d. Development, coordination and 
integration of policies and 
service delivery among bureaus, 
offices and public and private 
agencies. 
e. Advocacy for individual client 
rights and interests. 
f. Institutionalization and 
placement. 
g. Support of community-based 
programs. 
h. Support of preventive programs. 
i. Serving as a clearing house for 
public information and education. 
Strongly Neutral or 
Disapprove Disapprove Undecided Approve 
1 
1 
1 
1 
1 
1 
1 
1 
1 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
j. Case finding and need identification. 
1 
1 
2 
2 
3 
3 
4 
4 
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B. Below is a set of goals for the Department. Please indicate the degree 
of importance you would grant each of the goals by placing a number in 
the space provided. Assign numbers according to the following scale: 
0 Should not be a goal 
1 Hardly important at all 
____ ---~---~lightly __ important 
a. Process Goals 
3 Moderately important 
4 Quite important 
5 Very highly important 
1. Develop policies, legislation and regulations which facilitate 
the purpose of the Department. 
2. Exercise fiscal and managerial responsibility through 
efficient and effective use of limited financial resources. 
a. Assure an equitable distribution of funds, through a 
rational and consistent formula for fund allocation. 
b. Move toward contractual and purchase of service 
arrangements. 
c. Assure complete accountability for the use of all funds. 
3. Develop staffing patterns and personnel necessary to 
perform the necessarj functions. 
4. Protect the rights of clients and provide services in the 
most humane and normal, least restrictive manner consistent 
with the purposes of custody, care or treatment. 
5. Develop an organization which provides services to all age 
groups and across all mental and behavior problem categories 
regardless of diagnosis or classification. 
a. Development of a fixed point of referral with a 
department-wide intake system. 
b. Encourage generic service provision through written 
agreements among local, state and federal agencies to 
insure inclusion of mentally ill, mentally retarded 
and offenders among those elligible for services. 
c. Assure continuity of service through coordination 
across bureaus at the local service level. 
6. Assure quality and cost effectiveness of service delivery 
programs through monitoring, evaluation and quality 
assurance programs. 
a. Implement an integrated information, client tracking 
and monitoring system. 
b. Require evaluation plans of Centers and Institutions 
to meet Federal and independent commission standards. 
B17 
Importance 
Rating 
( 
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c. Require on-going evaluation and quality assurance 
programs in all agencies. 
d. Apply cost~effectiveness criteria to all competing 
programs. 
7. Provide needs assessment and planning which facilitates 
coordinated and sustained delivery of services. 
a. Insure that plans including needs assessment components 
are current for mental health, mental retardation, 
corrections, children's services. 
b. Provide staff adequate to support long-range planning 
and evaluation. 
8. Research and develop innovative methods of treatment, 
training and rehabilitation. 
a. At least one experimental or research program should 
be going on in each of four areas at one time. 
9. Provide information and education concerning mental health 
and the mental health system to the community (general 
population). 
10. Identify and develop additional resources for carrying out 
the purposes of the Department. 
11. Provide opportunity for community input, complaints and 
criticism into the planning and administration of the 
service delivery system. 
12. Provide for training and professional development of staff 
at the Departmental and agency levels, 
b. Outcome Goals 
1. Facilitate achievement of maximum potential of Maine people 
through: 
a. Impro.J.ing general quality of life and social eri.vironment, 
shown through measures such as: 
- Increased assertions of satisfaction by clients 
- Increased acceptance of clients into families and 
primary groups 
- Reduction in divorce, and suicide rates in the 
population served. 
b. Reduction and ameloration of mental, emotional and 
behavioral problems, shown by measures such as: 
- Improved problem ratings on clients made by clinician, 
significant other 
- Increased rates of employment among former clients 
- Increased in-community days among former clients 
- Decreased trouble with law among former clients 
- Decreased recidivism among former clients 
- Decreased social system dependency among former clients. 
B18 
Importance 
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c. Enhancement of opportunities for personal growth and 
development, shown through measures such as: 
- Increased participation in community activities by 
clients 
- Improved educational levels of clients 
- Improved social and vocational skills among clients. 
2. Insure maximum dignity and worth of client possible under 
conditions of treatment, shown through: 
- Advocate ratings 
- Client ratings 
- Independent ratings by observers. 
Bl9 
Importance 
Ratii:!..8___ 
List any additional goals or objectives you feel should be considered by the 
Department. 
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V (OPTIONAL) 
Creating a new system 
The next item may require at least some relaxed fantasy if not a flight 
into grandiosity. Imagine that you are the Commissioner of a new 
Department of Social Health, backed up by a benificent Governor and 
a generous Legislature. How would you organize the Mental Health System? 
What kinds of programs would be developed? What kinds of services would 
be offered? 
B20 
Ii 
ii 
I 
i 
i, 
I' ,, 
I 
I' 
·I 
11 
DEPARTMENT OF MENTAL HEALTH & CORRECTIONS 
State Office Building Telephone (207) 289-3161 Augusta, Maine 04333 
GEORGE A. ZITNAY, Commissioner 
May 1977 
To: Mental Health Consortium Members 
From: 
Subject: 
Charles w. Acker, Ph.D., Evaluation Coordinator 
Interpretive Report of the Mental Health Priorities 
Questionnaire. 
B21 
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This report represents an interpretation of the results of 
the recent Mental Health Priorities Questionnaire. 
Of 85 questionnaires sent out, 40 were returned. 35 were 
received in time to be included in the quantitative analysis. 
Of these respondents, 17 were classified as providers, mainly 
Directors or Assistant Directors of Mental Health Centers or 
private mental health agencies; 10 were classified as community 
representatives, mostly members of Boards of Directors of CMHC's; 
and 8 were classified as government employees - members of the 
Department of Mental Health and Corrections and one federal 
employee. Tabulations of the Questionnaire responses are available 
in a sepaeate report which may be requested from C. Acker. 
Generally those results tended to show close agreement between 
the g~oups. Specific areas which showed indecision or differences 
between the groups, and accordingly are regarded as not being 
generally supported, are listed on page 6. The following goal 
statements are supported by responses to the Mental Health 
Priorities Questionnaire. (Those items which received an average 
rating of 3.5 or higher were regarded as being supported; 
3.0 = neutral or undecided; 4,0 = approve or agree; 5.0 = 
strongly agree 
A. Movement to Community Base Services: 
The provision of mental health services will be provided 
through a partnership between State operated facilities 
and Community Mental Health Centers. 
1. The State will continue to supply institutional care for 
long-term and involuntary patients. 
2. The State will be responsible for the development of 
Transitional living services such as halfway houses and 
semi-independent living. 
3. Outpatient services, acute inpatient care, and other 
services shall be provided primarily by Community Mental 
Health Centers and private agencies. 
B, Prevention and Public Education: 
The scope of responsibility of the mental health system shall 
be broadened to include public education and prevention programs. 
C. Funding of Community Mental Health Centers: 
1. The State shall pursue a policy of funding Mental Health 
Centers through programs of Grant-in-Aid, contracts for 
servic~ agreements, and identifying and seeking additional 
federal grants to support mental health services. 
2. The mental health system as a whole shall pursue legislation 
to strengthen the insurance and third party payor support 
and legislative appropriations for the mental health system. 
B22 
-2-
3. The Community Mental Health Centers and their governing 
boards shall invest greater efforts in community fund 
raising. 
D. Relatively more mental health resources shall be placed in 
Services for Children; particularly the following. 
1. Residential treatment, day care and outreach programs; 
2. School-related activities, particularly diagnosis and 
screening; 
3. Parent training programs for parents of children with 
behavior problems. 
E. Relatively more mental health resources shall be put into 
Programs for the Elderly; particularly the following: 
1. Outreach programs for the elderly and alternative living 
situations and partial hospital programs. 
2. Training of mental health professionals in dealing with 
problems of the elderly, consultation, information 
exchange and coordination with Regional Senior Citizens 
Council and Maine's Bureau of the Elderly, 
3. Education and public education programs to elicit more 
parti~ipation by the elderly and mental health services, 
ari,;l, the seeking of innovative alternatives for treatment 
1(for example companionship, foster grandparent, self 
- organization and exercise programs for the elderly). 
F. Former psychiatric patients shall continue to receive aftercare 
services and day and evening care programs. 
G. Community Justice Programs: 
1. The mental health system shall make assessment and 
counseling available to juvenile offenders. 
2. Community Justice Programs for pre-trial intervention 
and sentencing alternative for offenders shall be available 
in each catchment area. 
H. Substance abuse programs shall be available in each catchment 
area. These shall include residential and outpatient 
treatment programs for alcoholics, and residential and 
treatment programs for drug abusers. 
I. Quality Assurance Evaluation and Accountability: 
1. A system of accountability for the expenditure of public 
or community funds shall be a condition of licensure. 
2. An effective quality assurance program shall be a 
condition cf licensure. 
B23 
3. Mental Health agencies shall develop and implement plans 
for program effectiveness evaluation. 
J. Public Education: 
1. Greater effort shall be placed in efforts to educate the 
public concerning mental health and how to seek help for 
problems. 
2. Greater effort shall go into use of the media to obtain 
public support of the mental health system. 
K. Personnel Development: 
Mental Health agencies shall invest more resources into staff 
education and professional development. 
L. The purpose of the Department of Mental Health and Corrections 
shall be to promote the mental health and general well-being 
of individuals, families and communities of the State of 
Maine through services to those who are emotionally dependent, 
emotionally or mentally disabled, or delinquent, and to avert 
to the extent possible, the development of behavibral problems 
and emotional problems through prevention and mental health 
promotion services to the general population. Services to be 
provided by the Department include: 
1. Administration and management of those human and physical 
resources which are under the control of the Department. 
2. Needs assessment and short and long term planning. 
3. Program evaluation, quality assurance programs, standards 
development and licensing. 
4. Development, coordination and integration of policies 
and service delivery among bureaus, offices and public 
and private agencies. 
5, Advocacy for individual client rights and interests. 
6. Institutionalization and placement. 
7. Support of community-based programs. 
8. Support of preventive programs. 
9. Serving as a clearing house for public information and 
education. 
M. The goals of the Department shall be both process goals and 
outcome goals. These goals are described as follows: 
1. Process Goals; 
a. Develop policies, legislation and regulations which 
facilitate the purpose of the Department. 
B24 
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b. Exercise fiscal and magerial responsibility through 
efficient and effective use of limited financial 
resources. 
(l) Assure an equitable distribution of funds, 
though a rational and consistent formula for 
fund allocation. 
(2) Move toward contractual and purchase of service 
arrangements. 
(3) Assure complete accountability for the use of all 
funds. 
c. Develop staffing patterns and personnel necessary to 
perform the necessary functions. 
d. Protect the rights of clients and provide services in 
the most humane and normal, least restrictive manner 
consistent with the purposes of custody, care or 
treatment. 
e, Develop an organization which provides services to 
all ag~ groups and across all mental and behavicir 
problem categories regardless of diagnosis of 
classification, and assures continuity of service 
through coordination across bureaus at the local 
service level. 
(1) Encourage generic service provision through written 
agreements among local, state and federal agencies 
to insure inclusion of mentally ill, mentally 
retarded and offenders among those eligible for 
services. 
(2) Assure continuity of service through coordination 
across bureaus at the local service level. 
f. Assure quality and cost effectiveness of service 
delivery programs through monitoring, evaluation 
and quality assurance programs. 
(1) Require evaluation plans of Centers and 
Institutions to meet Federal and independent 
commission standards. 
(2) Require on-going evaluation and quality assurance 
programs in all agencies. 
(3) Apply cost-effectiveness criteria to all competing 
programs, 
g. Provide needs assessment and planning which facilitates 
coordinated and sustained delivery of services. 
B25 
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(1) Insure·that plans including needs assessment 
components are current for mental health, mental 
retardation, corrections, children's services. 
(2) Provide staff adequate to support long-range 
planning and evaluation. 
h. Research and develop innovative methods of treatment, 
training and rehabilitation. 
i. Provide information and education concerning mental 
health and the mental health system to the community 
(general population). 
j. Identify and develop additional resources for carrying 
out the purposes of the Department. 
k. Provide opportunity for community input, complaints 
and criticism into the planning and administration 
of the service delivery system. 
1. Provide for training and professional development of 
staff at the Departmental and agency levels. 
2. Outcome Goals: 
a. Facilitate achievement of maximum potential of Maine 
people through: 
(1) Improving general quality of life and social 
environment, shown through measures such as: 
- Increased assertions of satisfaction by ·clients 
- Increased acceptance of clients into families 
and primary groups 
- Reduction in divorce, and suicide rates in the 
population served. 
(2) Reduction and amelioration of mental, emotional 
and behavioral problems, shown by measures such 
as: 
- Improved problem ratings on clients made by 
clinician, significant other 
- Increased rates of employment among former clients 
- Increased in-cormnunity days among former clients 
- Decreased trouble with law among former clients 
- Decreased recidivism amortg former clients 
- Decreased social system dependency among 
former clients. 
(3) Enhancement of opportunities for personal growth 
and development, shown through measures such as: 
- Increased participation in community activities 
by clients 
- Improved educational levels of clients 
- Improved social and vocational skills among 
clients. 
B26 
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b. Insure maximum dignity and worth of clients possible 
conditions of treatment, shown through: 
- Advocate ratings 
- Client ratings 
- Independent ratings by observers. 
NOTE: Controversial Areas 
A limited number of items indicate ambivalence, 
divergence of viewpoints among the respondents. 
not been irv::luded in the above goal statements. 
this lRck of support are: 
uncertainty or 
These items have 
The areas showing 
I C, 7 Population based grant-in-aid. 
c. 9 Voucher system for mental health services. 
c. 17 New department for direct social services delivery. 
c. 18 A super commission. 
D. 19, 21 Dissolution of mental health, mental retardation 
and corrections bureaus, replacement by new 
structure with fixed point of referral and 
comprehensive services. 
D. 20 Regionalization of Department. 
F. 15 Program effectiveness evaluation. 
H. 56 Support of education and training of non-professional 
staff. 
IV A. j. Case finding and need identification. 
IV B. 5 a Fixed point of referral. 
IV B. 5 b Generic service provision. 
IV B. 6 a Integrated information, client tracking and 
monitoring systems. 
IV B. 8 Research and development. 
As these areas tend to have direct implications for the Departmental 
plans for reorganization, they warrant special attention and discussion. 
In some cases revision of the concept may be indicated. In other 
instances, speci&l efforts to explain the concept and educate members 
of the Mental Health Consortium may be called for. 
B27 
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SERVICE MODALITY PRIORITIES 
One set :Jf questions asked respondents to make checkmarks 
on a gridwork to show which age groups or problem groups should 
receive more attention through particular treatment modalities. 
Respondents were also asked td rank order, according to priority, 
the target group-modality combinations they checked. Responses 
to this exercise indicated that more attention should be given 
to development of treatment modalities for age and problem groups as 
follows: 
CHILDREN: 
Preschool Children: 
Therapeutic nurseries (especially for emotionally disturbed 
children), outreach, and home visits. 
Pre-Adolescent Children: 
Inpatient services and reiidential treatment. 
Adolescents: 
Inpatient services, crisis intervention and staffed halfway 
houses. 
Abused or Neglected Children, all ages: 
Emergency, crisis intervention and outreach services. 
Emotionally Disturbed Children, all ages: 
ADULTS: 
Residential treatment, inpatient servicesr and staffed 
halfway houses. 
·Young Adults: 
Vocationa] rehabilitation (especially for physically handicapped) 
and staffed halfway houses. 
Middle Age Adults: 
Semi-independent living (especially for emotionally disturbed 
adults). 
Former Psychiatric Patients, all ages: 
Partial hospitalization, staffed halfway.houses, group homes. 
FAMILIES IN CONFLICT: 
Crisis intervention, outpatient services. 
ELDERLY: 
Outreach, home·v:isits, and group homes. 
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a
re
 listed
 
a
 
n
u
m
ber 
of O
?tions 
o
r 
altern
ativ
es 
c
o
n
c
e
rning 
v
a
rious 
(1) 
(2) 
issues facing 
the 
m
e
n
tal health 
system
. 
For 
e
a
ch item
, please indicate 
your degree 
of 
agreem
ent 
o
r disagreem
ent 
w
ith 
the 
statem
en
t by 
S
trongly 
circlin
g
 
the 
n
u
m
ber 
w
hich 
m
o
st 
closely 
c
o
rre
sponds 
.to
 your feeling 
o
n
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m
a
tte
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A. 
M
ovem
ent 
to
 
c
o
m
m
u
nity-based 
s
e
rvices 
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1. 
A
ll 
m
e
n
tal health 
s
e
rvices including 
c
a
re
 
of involuntary.patie'il{s 
2. 
should 
e
v
e
n
tu
ally be 
s
upplied by 
c
o
m
m
u
nity 
n
o
n
-profit 
o
r p
riv
ate 
agencies. 
The 
r
o
le 
of 
the S
tate in 
a
nd involuntary p
atien
ts 
: 
'
.
 
,
 
,
 
""" ( 
r 
V 
,/.J,(,j"\{stl, 
C
f> 
(':-:~\.;N~ 
) 
·
r
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F ( •
.
.
.
 ;)., A
i'-
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\. C. '(?." 
.
.
 I"'" 
£A
..,,• 
,
 .
.
.
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.
.
.
 ' ,v,~ 
N
 ~ J 5' 
providing in
stitu
tio
n
al 
c
a
re
 for 
long-term
 
should be 
c
o
n
tinued. 
3. 
The 
S
tate 
should provide 
a 
greater 
v
a
riety
 
of 
tra
n
sitio
n
al liv
in
g
 
s
e
rvices 
s
u
ch 
a
s
 half-w
ay houses 
a
nd 
s
e
m
i-independent liv
in
g
. 
4. 
W
e 
should 
m
o
v
e 
tow
ard 
a 
system
 in 
w
hich 
o
u
tp
atient 
s
e
rvices 
a
re
 
provided by p
riv
ate p
ractitio
n
ers 
a
nd p
riv
ate 
clin
ics, Com
m
unity 
M
ental H
ealth C
enters provide inform
ation 
a
nd 
r
eferral, 
in
p
atien
t 
a
nd 
o
ther 
s
e
rvices 
w
hich p
riv
ate p
ractitio
n
ers 
c
a
n
n
o
t, 
a
nd S
tate 
in
stitu
tio
n
s 
w
o
uld provide 
o
nly 
w
hat CM
HC's 
a
nd p
riv
ate p
ractitio
n
ers 
c
a
n
n
o
t. 
B
. 
Scope 
of 
m
e
n
tal health 
r
e
sp
o
n
sib
ility
 
5. 
The 
a
re
a
 
of 
m
e
n
tal health 
system
 
effo
rts 
should be broadened 
to
 
include 
all-in
clu
siv
e prevention 
a
nd public 
education program
s 
to
 
m
inim
ize 
e
m
o
tional problem
s. 
6. 
The 
a
re
a
 
of 
m
e
n
tal health 
system
 
effo
rts 
should be lim
itted 
to
 
the 
re
m
edy 
a
nd 
treatm
en
t 
of 
a
c
u
te 
a
nd 
chronic 
m
e
n
tal illn
ess. 
C. 
Funding 
options for CM
HC's 
7. 
S
tate G
rant-In-A
id 
should be based prim
arily 
o
n
 
c
atchm
ent 
a
re
a
 
population 
allow
ing for 
a
ny F
ederal 
m
e
n
tal health grants 
the 
c
e
n
te
r 
re
c
eives. 
8. 
S
tate G
rant-In-A
id 
should be based 
o
n
 
m
e
n
tal health 
n
e
eds 
a
nd 
deficiencies 
of 
m
e
n
tal health 
re
s
o
u
rc
e
s
 in
 the 
c
atchm
ent 
a
re
a
. 
9. 
T
here 
should be 
a 
v
o
u
cher 
system
 in
 
w
hich 
c
o
n
su
m
e
rs 
re
c
eive 
"
c
r
ed
its" 
from
 
the governm
ent 
a
nd 
s
e
ek th
eir 
ow
n providers 
of 
choice for 
m
e
n
tal h
ealth
 
s
e
r
v
ices. 
',..._
_
_
_
_
, 
>
 
1 2-1 1 1 'I 1 
C C. p 2 /t> 
2 '1 2 3 2 q 2 
1 
J t~
 2 
20 
13 
l l 1 1 (., 
2 10 2 2 '1 
G
 I 
YI 
(3) 
U
ndecided 
o
r 
N
eutral 
G
 
p 
C. 
3J 
J 
q 3 '( 
(4) 
A
gree 
4 (., 
G
 C f' 
,J,4 ,J, 
t"
 
(5) 
S
trongly 
A
gree 
rv:_ U•;.; 
v
 :3S 
5 
3. 2. 
8 5 
3 ,'1 
7 
e, 
C 
p 
G, i 
3 
-lt 
4 
,L, 
5 
'i. 1 
'I p 
C. 
3.j, 
-4' 
z. 3 ]. 3 C p 
~
 
10 
3 '1 
c.. G
 
p 
J t 3J J't 
//) 
4 (. 
p C G,, 
17 
5 
'2.. ~ 
7 
4 
.t.H, 
s 
'1, ~ 
II 
2,/ 
4 4 II 
p 
t 
J. 4 
-!, 
i, 
4 'f 
5 
I I 5" 
5 
-
, 
) 
s 
'/, / 
t 5 
J. I 
-
-
-
-
·
-
-
·
·
 
-
-
-
-
~
 .
 .
.
.
_
_
.
 
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
.
 ,. 
.
.
 
_
 
.
 
-
-
~
-
-
·
-
-
-
-
-
·
·
·
·
-
-
-
-
·
-
_
_
 
.
 .,,.,..._
_
 
-
0 M 
p::i 
-3-
10. 
The 
insurance 
a
nd 
th
ird
-p
arty
 payor 
system
 
should be 
strengthened 
through leg
islatio
n
. 
11. 
Support 
to
 
the C}lliC's from
 
the S
tate 
should 
co
m
e 
through purchase 
of 
s
e
r
vice 
a
rra
ngem
ents. 
In 
o
ther 
w
o
rds, 
the DMH&C 
w
o
uld 
c
o
n
tra
c
t 
w
ith 
CM
HC' s 
to
 provide 
a 
c
-e
rtain 
a
m
o
u
nt 
of p
articu
lar kinds 
of 
s
e
r
v
ices. 
12. 
Th~ 
m
rn&
C 
should in
v
est g
reater 
effo
rt in
 identifying 
a
nd 
s
e
eking 
F
ederal grants 
to
 
s
upport 
m
e
n
tal h
ealth
 
s
e
r
v
ices. 
13. 
M
ental health 
system
 p
articip
an
ts 
should 
e
x
tend g
reater 
effo
rts in
 
the p
o
litical 
a
re
n
a
 
to
 
obtain larg
er 
appropriations from
 
the 
legi-slature. 
14. 
M
ental health 
c
e
n
te
rs 
a
nd 
th
eir B
oards 
should 
m
ake g
reater 
effo
rts 
to
w
ard 
c
o
m
m
u
nity fund 
r
aisin
g
. 
JD. 
G
overnm
ental 
re
o
rganization 
of 
s
o
cial 
s
e
r
vice departm
ents 
D. 
r~ 'j"~ 
~
J
 -~
 
... 
.~
 
'
-
'
 15. 
The present 
a
utonom
y 
of DMH&C 
w
ith its 
r
e
sp
o
n
sib
ilities for 
m
e
n
tal 
h
ealth
, 
m
e
n
tal 
r
e
ta
rd
atio
n
 
a
nd 
c
o
r
r
e
c
tio
n
s 
should be 
r
e
tain
ed. 
16. 
The D
epartm
ent 
should be 
absorbed 
o
r in
teg
rated in
to
 
the D
epartm
ent 
of H
um
an S
ervices. 
17. 
A
 n
ew
 D
epartm
ent 
of D
irect S
ocial S
ervice D
elivery incorporating 
m
e
n
tal h
ealth
, 
m
e
n
tal 
r
e
ta
rd
atio
n
, 
ch
ild
ren
's 
s
e
r
v
ices, 
eld
erly
's 
s
e
r
v
ices, 
p
ro
tectiv
e 
s
e
r
vices 
a
nd 
v
o
c
a
tional 
r
eh
ab
ilitatio
n
 
(including 
alcohol 
a
nd drug 
abuse) 
a
nd 
r
elated
 
o
ffices 
should be 
form
ed. 
18. 
A
 
s
uper 
c
o
m
m
ission, 
w
ith powE:1·s 
to
 int~gr::i.te hum
an 
a
nd 
s
o
cial 
s
e
rv1ce delivery 
should be form
ed. 
_
 
O
rganiz.:ition 
of 
m
e
n
tal health 
a
nd 
c
o
r
r
e
c
tio
n
s 
s
e
;~
j__yg_ry system
 
' "
-, 
19. 
The present departm
ental 
o
rganization 
w
ith 
the 
th
ree b.ceaus 
(?-lli, 
HR 
a
nd C
orrections) 
should be done 
a
w
ay 
w
ith 
a
nd 
r
c
,laced by 
a 
n
ew
 
stru
c
tu
re
 
w
hich has 
a 
fixed point 
of 
r
eferral 
a
nd P
-~
vides 
c
o
m
prehensive 
s
e
r
v
ices 
to
 individuals 
w
ithout 
regard 
to
 dia~
nosis 
o
r
 
,roblem
 
c
a
tegory. 
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20. 
The departm
ental 
s
e
rvice delivery 
system
 
should be 
regionalized 
s
o
 
th
at program
 decisions 
a
re
 
m
ade 
o
n
 
a 
regional b
asis, 
a
nd 
s
e
r
vices integrated 
o
n
 
a 
local basis~ 
21. 
The present bureau 
stru
c
tu
re
 
a
nd 
c
e
n
tralized program
 decision-
m
aking 
should be 
re
tained 
a
nd 
strengthen2d. 
E. 
S
ervice delivery 
re
s
~
u
rc
e
 
allo
catio
n
: 
-There 
should be 
r
elativ
ely
 
m
o
re
 
m
e
n
tal health 
re
s
o
u
rc
e
s
 put in
to
: 
22. 
R
esidential 
treatm
en
t 
s
e
rvices for 
children; 
23. 
C
hild 
a
nd fam
ily 
o
u
tp
atient 
agencies 
a
nd program
s; 
24. 
School 
r
elated 
a
c
tiv
ities 
s
u
ch 
a
s
 diagnosis 
a
nd 
s
c
re
e
ning; 
25. 
School 
r
elated 
a
c
tiv
ities 
s
u
ch 
a
s
 p
rescrip
tiv
e learning 
a
nd 
psychotherapy in
 
s
chools; 
26. 
R
ecreation-related 
a
c
tiv
ity
 program
s (clubs, 
sp
o
rts, 
c
a
m
ps) 
directed 
tow
ard 
children 
w
ith behavior problem
s; 
-
-
-
·
-
·
-
.
 
-
27. 
Hom
e 
a
nd fam
ily-directed 
o
u
treach program
s 
w
ith 
a
n
 
e
m
phasis 
o
n
 
keeping 
the disturbed 
child in the hom
e 
a
nd 
a
s
sistin
g
 the fam
ily 
to
 
w
o
rk 
w
ith 
the 
ch
ild; 
28. 
P
re-school program
s 
s
u
ch 
a
s
 
therapeutic 
n
u
r
s
e
ries, day 
a
nd 
e
v
e
ning 
c
a
re
 
c
e
n
te
rs, 
e
tc
. 
for 
children 
of 
m
ultiple problem
 fam
ilies; 
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
-
·
-
-
-
-
-
-
29. 
P
aren
t-train
in
g
 program
s for parents 
of 
children 
w
ith behavior 
problem
s; 
-
30. 
E
ducation 
a
nd public 
r
elatio
n
s program
s 
to
 
e
lic
it 
m
o
re
 
p
articip
atio
n
 by 
the 
elderly in 
m
e
n
tal health 
s
e
r
vices; 
31. 
32. 
T
rad
ition
al 
o
u
tp
atien
t, day 
c
a
re
 
a
nd in
p
atien
t 
s
e
r
vices geared 
to
 
the 
eld
erly, 
w
ith 
tran
sp
ortation; 
~
-
-
-
~
-
-
M
ental h
ealth
 
o
u
treach program
s for 
the 
eld
erly; 
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In
tegration 
of 
m
e
n
tal health 
w
ith hom
e health-and 
n
u
tritio
n
 
c
a
re
 
for 
the 
elderly; 
34. 
In
tegration 
of 
m
e
n
tal health 
w
ith tra
n
sportation program
s for 
the 
elderly; 
35. 
In
n
o
v
ative-alternatives, 
e
.g
.j 
c
o
m
panionship, 
foster grandparent, 
s
elf 
o
rganization 
a
nd 
e
x
e
rcize program
s, for 
the 
elderly; 
36. 
T
raining 
of 
m
e
n
tal health professionals in dealing 
w
ith problem
s 
of 
the 
elderly; 
37. 
C
onsultation, 
inform
ation 
e
x
change 
a
nd 
c
o
o
rdination 
w
ith R
egional 
Senior C
itizens C
ouncils 
a
nd 
the B
ureau 
of M
aine's E
lderly; 
-
-
-
-
-
-
-
-
'Z ~ ....., 
38. 
A
ftercare 
s
e
rvices (planning. placem
ent, 
m
aintenance) for form
er 
psychiatric in
p
atien
ts; 
39. 
D
ay 
c
a
re
 
a
nd 
e
v
e
ning 
c
a
re
 program
s for form
er psychiatric in
p
atien
ts; 
-
-
-ro. 
M
ental health 
s
e
rvices 
s
u
ch 
a
s
 
a
s
s
e
s
s
m
e
n
t 
a
nd 
c
o
u
n
s
eling for 
juvenile 
offenders; 
41. 
Com
m
unity justice program
s for p
re-trial intervention 
a
nd 
s
e
n
ten
cing 
altern
ativ
es for 
offenders; 
.
.
.
.
.,. 
42. 
R
esidential 
treatm
en
t program
s for 
alcoholics; 
43. 
O
utpatient 
treatm
en
t progr&
m
s fer 
alcoholics; 
44. 
45. 
-
-c:::: 
46. 
47. 
48. 
R
esidential 
treatm
en
t program
s for drug 
abusers; 
O
utpatient 
treatm
en
t program
s for drug 
abusers; 
Inpatient 
treatm
en
t program
s for 
the 
chronically m
e
n
tally ill; 
Inpatient 
treatm
en
t program
s for 
the 
a
c
u
tely 
m
e
n
tally ill; 
O
utpatient 
treatm
en
t program
s for individuals 
who 
a
re
 
e
m
o
tionally 
disturbed 
o
r 
u
nder 
stre
ss; 
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49. 
O
utpatient 
treatm
en
t program
s for 
c
o
uples 
a
nd fam
ilies 
w
ith 
e
m
o
tional problem
s 
a
nd/or 
a
re
 
u
nder 
stre
ss; 
F. 
Q
uality 
a
s
s
u
ra
n
c
e
, 
e
v
aluation, 
and 
a
c
c
o
u
n
tability 
so. 
E
m
phasis 
o
n
 program
 
effectiveness 
e
v
aluation 
should be delayed 
u
n
til 
o
ther problem
s 
of funding, 
m
a
n
agem
ent 
a
~d 
m
ission 
of 
m
e
n
tal health 
agencies have been 
re
s
olv?.d; 
51. 
H
aving 
a
n
 
effectiv
e q
u
ality 
a
s
s
u
ra
n
c
e
 program
 
should be 
a
 
c
o
ndition 
of licensing for 
CM
H
C's; 
52. 
A
 system
 
of 
a
c
c
o
u
n
tability for 
the 
e
xpenditure 
of public 
o
r 
c
o
m
m
u
nity funds (being 
able to
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Bl Problem Groups and Treatment Modalities 
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III ORGA.~IZATIONAL PROBLEMS 
From the point of view of your particular organization responsibility, 
check in the fi~st column which organizational problems must be resolved in 
order for successful programs to be implemented. In the second column rank 
those items you have checked in order of priority ( 1 a highest priority) 
B36 
C t:,,,. p 
~~
1, Staff Reorganization 
2. Staff Recruitment 
3. Upgrading of Staff (Replacement) 
4, Relocation of Displaced Staff 
5. Staff Development (In-Service Training) 
6. Improved Clinical Records Management 
7. Management Information System Development 
8. Evaluation System Development 
.9. New Development or Relocation of Satellite Clinics 
10. Identification of New Funding Sources 
11. Upgrading of Governing Body (e.g. Community Board) 
12. Improving Conunun:i.ty Relations 
13. Clarification of client selection and treatment 
philosophies 
14. Other 
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IV A. Below ie a proposed statement of the purpose of the Department of Mental 
( Health and Corrections. Please indicate the degree to which you ~..£. 
or i~.~ the statement and its sub-pc:trts by circling a number 
opposite each part of the statement. 
PURPOSE OF THE DEPAJl.TMENT OF 
MENTAL HEALTH A.\JD CORRECTIONS 
f 1-<._._,...,,_1 .f,,, ·ti,. '"'';,-,l f,,•>•1;.C ,:, , 
To11 p:r.omote the me.ntal health and 
general well-being of individuals, 
fam:Llies and communities of the State 
of Maine through services to those 
who are emotionally dependent, 
emotionally or mentally disabled, 
or delinquent. Servkes to be 
provided by the Department include: 
a. Administration and mr.mag,.ement of 
both human and physical resources. 
b. Needs assessment and short and 
long term pl.imrdng. 
• --... ---~T••" -- •' 
c. Program evaluation, quality 
assurance programs, standards 
development and licensing. 
d. De~elopment,-~oordination and 
integratJr:;.,; of polkies and 
3ervlcf: delivery among bureaus, 
off ice? and public and privatt1 
1 
age~/les. 
-+------- ./// ------ ·------·-- -·---··- ·-- .. -·· ..... ~,-- -··· 
Advocacy :for indiv:ldual client 
rights and interests, 
f. Institutionalization and 
placement. 
g. Support of community-based 
programs. 
b. Support of preventive programs. 
i. Serving as a clearing house for 
public information and education. 
j. Case finding and need identification. 
Strongly 
Disapprove Disapprove 
l 
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l 
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1 
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.1 .. 
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2 
Neutral or 
Undecided Approve 
Strongly 
Approve 
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B. Below is a set of goals for the Department. Please indicate the degree 
of ~rtance you would grant each of the goals by placing a number in 
the space provided. Assign 11umbers according to the f ollow:lng scale: 
0 Should not be a goal 
l Hardly important at all 
3 Moderately important 
4 Quite important 
2 Slightly important 5 Very highly important t'A µ 0 • Importance 
.,. Process Goals ..J3:a--pir::!..&.._~---
C~~ JP 1. Develop policies, legislation and regulat:ions whi.ch f acilita t 
-1,---L/-"-.-=~---i---_t_:_ h e ___ Q_LI FPO. s e_ _o f JJ1 e_ D e_p ,ir t men t. . . .. 2., '"l.:.'.L . ...,L!. '(_ . 
2. Exercise fiscal and managerial responsibility through l I 
----~f.f2:.~.f~.:! t a~~-~ f e_':_t ~Y-': .. -~-~--52-~ --~--~..'.1~-~~~-':-9._!._i._n_a!_l_~ ~~1.!__~ ~-!". 0_11_~_ ~.':.~ ~ ·-·- ... t~ 1=.L J2_! __ 
I 
a. Assure an equitable distribution of funds, through a ! II 
rational and consistent formula for fund allocation, 4, t../: '/. 'i 1 ~ l, 
·-- ..snu=-=~,._......,....,""......,... -"'===-•.-...v."""'""..,,._-ns-""< ,,_..,.,,,._..,._....,......._..........,,.~-•·,.,..,..,_,.-~,.,...,..~..,,o.-r.- ~~••>#Br.,,.,,.,,_.__.,.,-,-"""~¥"".,_._ 
3 ,~ arrangements. 14J13 \J. 6f b, Move toward contractual and purchase of servic:e 1 JI' 1 
---1--------·----·----~----------·-·-·-····- --·-·-------~------·-·····-·--------··-- ------------- - -~- ~ I . .. ~-----
'1 J --~ssure _comp~=-~---~c:.'?~~1t~]?1-~-~~y __ ~.'?E ... ~.he ___ ~~e __ o~_."1_~1J~11~_1>. ,--~-("' __ _ 
3. Develop staffing patterns and personnel necessary to 
"'", _3_,_? _____ p_erform __!:_!::ey~~essary .. functions. ____ -·--····- -·-----··------·-····- .... ju: '11~._y_ 
Protect the rights of clients and provide services in the 1· 
most humane and normal, least restrictive manner consistent 
4. 
with the purposes of custody, care or treatment. / 3, 7 · 'f. 7 ' '1.l-1 
--------~--,---......-..--··----... ~·---.. --, ... -· ··-----·~--·--·"•<---·- ·- --~--.... ------·------~ ---·~-·-·· '~--·~-~--· - -· -······"''"' ........... ~-..... _ ... _ ··---·•" 
i 5. Develop an organization which provides services tb all age i 
~:;~~;l::~ :~r~~=g~r~;!i:1e:~a;1.::~i:1:~:;~:~, problem categories J -~-J.~:L i 
-~~ -;;-eve-;op:n;:~ -~ fixed point of re~~r;a; ~i~~-:-- / • ' 
___ dep~_::_tm:_X.:~.=--~~d:_ ~~3:-~1.:e system: ....... -----·--··.. .... .. ·····--· ·- __ . -·- . __ / :{ ,(,,;~,,.~(,;.,'3,L} .. : .. ~:J 
---~~-- r I 
b. Encourage gener:i.c service provision through written 
ag~eements among local, state and federal agencies to 
J,? insure inclusion of mentally ill, mentally retarded 
__ --·--- an~--~!'.!~if:::.: .. _~_1_n_~t1:JL~!~?~e ellig:Lbl_~ for servi~!c!s. 
6. 
! 
Assure quality and cost effectiveness of service delivery 
4,D programs through monitoring, evaluation and quality , 
----1---a~u~_ance pr_ograms. -------~---------.. ---------· . --- ---·····-····--------····--·-·----..1-~·=•"4="-r'-',;~ ... -\ _'-1 ___ ' -'-
J J a. Implement an integrated information, cl:lent tracking ! ,,, Cr:, 
1 
ano monitoring system. 1 3. 'I, 1 ·- • 
-----···--·-·---·-·--·---------·-·· -·------~-·-----·----·---r --~ 
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Department. 
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'L~:w:r GEORGE A. ZITNAY, Commissioner 
I 
To: 
From: 
Members, Mental Health Consortium 
Chuc~, Secretary 
Subject: Consortium Survey 
May 27, 1977 
Planning Committee 
Chairman Dick King has recommended that in the absence of pressing 
business there will be no Planning Committee meeting in June. 
Alan Brown has tabulated the results of the Participant Survey, 
which is enclosed for your review. For each item he has indicated the 
"mean" or average response. (All scores for a given item are added and 
the sum divided by the number responding.) The mean is indicated by a 
number over an arrow. "N" refers to the number of persons responding 
to the item. "S.D." is the standard deviation which is a measure of 
how spread out the scores are. (Generally speaking, 2/3 of the responses 
will fall within one S.D. on either side of the mean. The smaller 
the S.D., the more the respondents agree with each other and tend to 
cluster around the mean.) As an example in interpreting the results, 
there ten,ds to be fairly high consensus on Item 28, "Quarterly", and 
Item 29; "All Day", with people tending to agree that meetings should be 
quarl~rly, all day. In another example, on Item 24, the group tends to 
I just slightly disagree that the primary focus should be on workshops, 
~~t the consensus on this (as indicated by the relatively large S.D.) 
is relatively low. 
Written comments are typed out and attached. 
Hopefully, we can discuss the significance of these results at the 
next meeting of the planning Committee. 
CWA/lyl 
Enc. 
1341 
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MAINE MENTAL HEALTH CONSORTIUM 
Participant Survey 
In order for the Mental Health Consortium to have maximum impact on the fL1ture 
direction of the mental health service-delivery system, it is of the utmost im-
portance that the membership and other interested parties acl1ieve some degree of 
:onsensus on the future directions of the Consortium itself. The purpose of this 
questionnaire is to allow you to express your interests and opinions as they per-
tain to a number of issues which, to date, are less than adequately resolved. 
MEMBERSHIP 
It was decided at one of the previous meetings of this group that memben:i1ip · 
should be limited to approximately 50--at least until some major organizationol 
issues could be resolved. At the present time, membership consists primarily <)f 
representatives from the following groups: 
NIMH 
Center Directors 
Center Board Men~ers 
DMH&C Central Office Staff 
Governor's Advisory Committee on Mental Health 
Maine Health Systems Agency 
BMHI/AMHI 
Consumers 
A number of other groups have n,quested membership; still others may yet clo 
so. Please indicate below your feelings about expanding the membership by cir~ling 
the appropriate number. 
J"'IB°/IIN t< ,: s ('bAJ s E".,. 
.-1 
'D (1j 
:>-. <l.) <l.) <l.) H >, 
.-1 (l) <l.) 'D .w r-< 
bO H H ·rl ;:J t·· 
r: bO bC C) <l.) (JJ r: <lJ 
0 (1j ·.--:) <l.) z <l.) 0 <l.) 
H U) U) 'D ~ ~ H 
.w •rl •rl r: ).1 bO .w bt 
u: Q Q !=J 0 <ct: Cf'; <t: 
(1) (2) (3) ( 4) (5) n 
,.7 ?.6 1. Consortium membership should be left as is 1 .,,. 2 3 4 s 
2. Membershipshould be open to anv and all 1 •b 
interested individuals agencies 1 2 3 
.. 4 5 ,7 or 
Membership should not be unlimited but should include 
J.'i 1'7 3. Maine Mental Health Planning Coalition 1 2 3 +4 5 
4. Private MH providers, e.g.' childrens' 1., r, 
residential treatment centers 1 2 3 "'4 5 
S.D .. 
l·O 
/ .'f 
/.0 
/.rJ 
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:>--. <lJ <lJ <lJ H :>--. 
rl <lJ <lJ 'D .w rl 
bO H H ·.-I ;::l DO 
.::; bO bO u <lJ <lJ .::; <lJ 
0 cj cj <lJ :.z; <lJ 0 <lJ 
H U) U) 'D H H H 
.w •.-I •.-I .::; H bO .w bO (/) i:::i i:::i :=i 0 <i:: (/) <i:: 
(1) (2) (3) (L,) (5) Yl S.D. 
:\-7 
5. Maine Nursing Association 1 2 3 .&, 4 5 
6. Maine Psychiatric Association 1 2 ') © 5 _) 
"·' 7. :'-laine Psychological Association 1 2 3 l;Y' 5 
8. Maine Social Workers 
,., 
Association 1 2 3 ,&,4 5 
3.7 
9. Legisl8tive Representatives 1 2 3 •4 5 
10. 
3·'1 
Unaffiliated privaLe practitioner 1 2 3 " 4 5 
11. Ma Lne Teachers Association 1 2 
3-'f 3 .... 4 5 
12. Maine Human Services Council 1 2 3 
J.'i 
+-4 5 
13. Togus V.A. 1 2 
1•7 
3 
"' 4 5 
14. Clergy 1 2 3 
2.7 
+ 4 5 
15. Other organizations you feel should be included: 
16. Co;nmcnts: 
ROLE CF TH;;: CONSORTIUM 
To what extent do you feel that the following functions are appropriate for 
the Consortium? 
17. The Consortium should serve prim«rily as a 
"sounding-board" for the Mental Health J,t 
discussion. 1 2 3 ,II !, 5 
18. Th~ Consortium should actively engage in short, 
lcng-range planning 1 2 3 © 5 
I '7 l·D 
, '7 I. 0 
I c; /. I 
Jq \. ) 
I <i I .l... 
/1 , • "'l. 
,q I.~ 
17 /.v 
I 'i }. C> 
11 /. c) 
,a 7 I- I 
-z, I.I 
/ 
// / 
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19. The Consortium should serve as a "community 
educator" in the area of mental health 
20. The Consortium should actively lobby for 
mental health legislation 
21. Other (specify): 
22. Comments: 
MEETINGS 
The primary focus of Consortium meetings 
-----
should 
23. T,o pyovide the Commissioner a forum for sharing 
/. +' . t. . h /··1n~brma ion wit concerned individuals 
24. To provide MH workshops and other learning 
experiences for MH professionals and 
paraprofessionals 
25. To develop plans for the future of Maine's 
}fr[ service-delivery system 
26. r:o work in separate "task forces" to carry 
out planning developed by the Department and 
the Consortium Planning Committee 
27. Other (specify): 
Meetings should be held 
28. Monthly 
Quarterly 
Semi-annually 
Annually 
::,.., QJ 
M <lJ 
bO H 
r:: bO 
0 ctJ 
H (fJ 
.w ·rl 
(fl r::i 
(1) 
1 
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be 
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1 
1 
1 
1 
, .I( 
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(1) (2) (3) (4) (5) 
Meetings should be planned to exter,d over a period of 
29. Half a day 1 (V 3 4 5 J"" 
~ 1(,1" ,i·3 All day 1 3 4 
"' 
5 
'1•9° ,, Two days 1 2 
"' 3 4 5 
I would like to see the next meeting of the Consortium held in 
:p 
'" 
30. Pcrtland 1 2 3 ... 4 5 
Lewiston 1 2 3 
3..4, ~ 4 5 I I 
At:gusta 1 2 3 
.3•) 
.&-4 5 tl"i 
3.3 
13 B:· ngor 1 2 3 oft' 4 5 
OLher (specify): 
COM}! i !'TEES 
--·--
Currently, there are two standing cmmnitt~es of the Consortium; the Ex~cutive 
Commjttee (Center Directors, 1 Area Board Director, Institute Superintendents, 
MainE Council of CMHCs, and Central Office staff) and the Planning Committee 
(represent<ltives of centers, Institutes, Council and Central Office). Although 
both groups have met regularly and kept busy, there is some feeling that neither 
has P11tirely lived up to its potential--largely because the groups' respective 
roles have never been adequately defined. Your opinions on how to optimize these 
two rro~ps would be appreciated. 
[ believe that the planning Committee should direct most of its energy toward 
31. P J ·mning and arranging the meetings of the 3.5 lo 1-~~e group 1 2 3 "'4 5 '?..7 
32. Developing the State Mental Health Plan 
wjth input from the Department and the :z.r Ceaters 1 2 "'3 4 5 "Z I 
33. Reviewing the State Plan, after it has been '3 .J 
de·.reloped by Lhe Department 1 2 3 .... 4 5 ?.. "5 
34. Working in concert with Department staff to 3 . .0, do long and short-range MH planning 1 2 3 ~4 5 2"?. 
35. Other (specify): 
1 believe the primary role of the Executive Committee should be 
36. To keep the Commissioner informed of the l.V 
co:icerns of the Centers and Institutes 1 ') 3 ... 4 5 °t) L. 
I.I 
. {. 
I . '1 
/.0 
I- o 
) . 0 
.1 
f.o 
) . "3 
/. J 
/ ,'1.. I 
/.1 
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37. To carry out activities/tasks propcsed by 
the Planning Committee and approved by the 
Consortium as a whole 
38. To set priorities for the Planning Committee 
and/or the full Consortium 
39. Other (specify): 
r>, <l.J 
r-1 <l) 
bO H p bO 
0 cu 
H en 
.W •rl (/) 0 
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1 
1 
40. I am a member of the Consortium An observer 
---
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41. Name: (optional) 
---------------------------------
(optio'1a:) 
--~---
Affiliation: 
HAB:ret 
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15. Other organizations you feel should be included: 
If you are opening it up--go the whole way. 
Consumers of mental health services. Health Systems Agency. 
State and regional alcohol and drug facilities. 
Maine Medical Association, Maine Osteopathic, Statewide Health Coordinating 
Council. 
VNA's or coordinated Home Health Care Agencies, Elderly and Senior Citizens 
Groups, Representation from Regional Alcohol and Drug Abuse Councils. 
B47 
The private, half-way houses, treatment centers, schools, private practicioners, 
hospitals, etc. 
Maine Hospital Association, Nursing Home Association, Maine Medical Association, 
Representatives of State Insurance Commission, Bar Association, Press Association. 
A broad base helps open up understanding. 
Office of Alcohol and Drug Abuse Prevention. 
16. Comments: 
Difficult until Consortium is more clearly defined. 
I'm uncomfortable with a statement to the effect of "any and all agencies 
should be admitted," but I do strongly feel that a much broader representation 
is needed. 
Anyone should be allowed membership. I represent the private sector--but feel 
very much a part of the mental health system of this state and am deeply 
committed to providing mental health services. I feel I have something to 
contribute to the Consortium as well as learn from it. 
It seems to me that Maine needs a broad based mental health association, 
which includes just plain interested citizens. Perhaps the present coalition 
could be a nucleus and continuing part of such an association. 
Consider having an "open membership drive"--publicly announced and recruitment 
limited to a 3-week period once a year. 
Would like to raise issue of participation by D.D. groups in Consortium. 
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( 21. Other: 
Should facilitate planning, e.g., Dr. Acker's questionnaire. To serve as 
a multi-faceted resource to Commissioner, Dept. of Mental Health & Corrections. 
It should be more than a "sounding board" for discussion. On a consensus 
basis it should be able to set directions and broad policy. 
The Consortium should establish and work toward as a goal the development of 
a statewide mental health association of volunteer lay citizens, affiliated 
with the National Assn. of Mental Health. 
Legislation, funding. 
The Consortium should deal with a plan for Mental Health, Disability Development 
Service, prepayment mechanism. 
Deal with broader health issues. 
22. Comments: 
Must include new information for professionals to keep them committed to 
giving up a day! 
27. Other: 
Input mechanisms to systems by variety of people! Planning done by smaller 
unit of Mental Health Professionals and Department. 
To serve as a forum for feedback (sounding board) to Commissioner. To serve 
on a limited, ad hoc basis as vehicle for development of mental health plans. 
All of the above plus general education re: mental health to anyone who 
will listen. 
Debate various issues, arrive at consensus. 
Open forum for communications. 
( 30. Other: 
No preference. 
Rockland. 
Rotating schedule of any of these. 
Squaw Mountain Inn, Greenville. 
Rotating schedule (whichever is next). 
Should move to allow broader participation. 
35. Other: 
Working in concert with Department, RSA and the Center to develop a State 
Mental Health Plan as part of an overall health systems plan. 
Follow direction of larger group. 
To be spokesperson for the system. Perhaps there should be regional groups 
which meet monthly leading to larger Consortium meetings 4 times per year. 
39. Other: 
Act for the Consortium between meetings of the Consortium. 
To suggest priorities. 
To deal with and seek resolve to system (Mental Health) problems. 
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DEPARTMENT OF MENTAL HEALTH & CORRECTIONS Cl 
State Office Building Telephone (207) 289-3161 Augusta, Maine 04333 
-··-----~·-----------·------ ---
GEORGE A. ZITNAY, Commissioner 
June 13, 1977 
Dear 
Enclosed is an Agreement for Purchase of Community Mental 
Health Services which we have discussed on several occasions. 
This agreement should allow us to fulfill requirements of 
L.D. 757 in the allocation of Title II funds and contribute to 
the Department's credibility in documenting its operations. 
This agreement, for a 6 month period, is intended for interim 
use pending completion of the consultant study of our contract 
system. 
In order to meet our Title II obligations and disburse 
FY 78 funds without unnecessary delays, please review, sign and 
return the enclosed agreement by Thursday, June 16th. We will 
duplicate a fully executed copy for your records. Thank you. 
GAZ/lyl 
Sincerely yours, 
George A. Zitnay 
Commissioner 
( 
MAINE DEPARTMENT OF MENTAL HEALTH ANb CORRECTIONS 
AGREEMENT TO PURCHASE COMMUNITY MENTAL HEALTH SERVICES 
THIS AGREEMENT, is made this day of , 1977, by and 
between the State of Maine, Department of Mental Health and Corrections, 
hereinafter called "Department", and 
--------------------
located at 
telephone number Employer Identification Number ______ _ 
C2 
hereinafter called "Provider", for the period from July 1, 1977 - December 31, 1977. 
WITNESSETH, that for and in consideration of the payments and agreements 
hereinafter mentioned, to be made and furnished by the Department, the Provider 
hereby agrees with the Department to furnish all qualified personnel, facilities 
and materials, and, in consultation with the Department, perform the services 
described in Rider A. The following Riders are hereby incorporated into this 
agreement by reference: 
Rider A Specification of Work to be Performed 
Rider B Method of Payment and Other Provisions 
Addendum 1 - Licensing Regulations. 
IN WITNESS WHEREOF, the Department and Provider, by their duly authorized 
representatives, have executed this agreement as of the day and year first 
above written. 
DEPARTMENT OF MENTAL HEALTH AND CORRECTIONS 
BY: 
(Typed Name and Title) 
and 
(Provider Name) 
BY: 
(Authorized Signature) 
(Typed Name and Title) 
Dollar Amount=$ 
~---------
1 of 7 pages 
RIDER A 
Specifications of Services to be Provided 
Program Description: 
Providers agree to deliver or to assure the availability in their 
catchment area all services mandated by P.L. 94-63, in a manner consistent 
with definitions and goals of service presented in P.L. 94-63 and subsequent 
guidelines for Section 201 published by NIMH, to include: 
Inpatient Services 
Outpatient Services 
Partial Hospitalization 
24-Hour Emergency Services 
Consultation and Education Services 
Services to Courts, Law Enforcement Agencies, and other 
components of the Criminal Justice System 
Special Services to Children 
Special Services to the Elderly 
Transitional or Half-Way House Programs 
Aftercare for former Psychiatric Inpatients 
Alcohol Abuse Treatment 
Drug Abuse Treatment 
Childrens' Services shall be the responsibility of a formally designated, 
specialized unit within the Providers' organizational structure. 
Goals of Services: 
Goals of services shall conform to the Department's mission to improve 
the quality of life of the mentally disabled through a balanced service system. 
Providers agree to develop an implementation plan leading to an 
accreditation survey and accreditation by the Accreditation Council for 
Psychiatric Facilities, Joint Commission on Accreditation of Hospitals. 
This plan shall include provisions for an initial self-survey. The plan 
shall be submitted to the Department by December 31, 1977, as part of an 
annual report. The plan shall also include program performance goals based 
on crisis stabilization, sustenance and growth. 
Goals of Providers under this agreement shall include establishment 
of procedures for immediate provision of evaluation services to juvenile 
offenders referred to the Provider as established by P.L. 94-63. 
Providers agree to have in place a quality assurance program which 
includes provision for utilization and professional standards review. 
Committees involved in the quality assurance program shall hold regular 
meetings of which minutes are kept. 
Providers agree to implement an evaluation plan as required by P.L. 94-63, 
consistent with guidelines published by NIMH, and which shall include a 
component for treatment effectiveness evaluation. The plan shall specify 
2 of 7 pages 
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RIDER A (cont'd) 
at least one cost-effectiveness criterion for each treatment modality. 
Also, Providers agree to conform to provisions of 34 M.R.S.A. §2052-A 
and subsequent Departmental regulations in obtaining a license as a mental 
health facility as specified in Addendum 1 to this agreement. 
Providers understand that they are required to provide the Department 
with monthly Maine Mental Bealth Information System (MEMHIS) Statistical 
Reports as required by the Department unless otherwise agreed upon by the 
Department in writing. The Provider will submit this information on all 
clients in de-identified form for all service categories to the Computer 
Services Unit, Department of Mental Health and Corrections, Augusta, where 
it should be received on or prior to the 15th day of each month. 
Cost of Services: 
Providers agree to submit to the Department by December 31, 1977, an 
annual report which encompasses: 
1. An index of services. 
2. Annual income and sources of funds by service. 
3. Annual expenses by service and by category (e.g. personnel). 
4. Activity report, including locations, personnel, and clients served 
for each major activity and a sununary of all service areas. 
5. Fee schedules, policies and funds generated. 
//6. A narrative report for each service area, suitable for updating 
the State Mental Health Plan. This report shall include a 
description of improvements and modifications in the functional 
areas of: services (in addition to what may be included above), 
administration, citizen participation, research and evaluation, 
and staff development. Include provisions made to measure and 
conserve energy. 
3 of 7 pages 
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RIDER B 
1. Payments 
The Department agrees to provide a total of$ to the 
Provider in two installments on or about the following dates in the following 
amounts: 
$ ________ _ 
$ _____ _ 
July 15, 1977 
October 15, 1977 
This payment schedule is subject to the Provider's compliance with all 
items set forth in this contract and subject to the availability of funds. 
Specific modifications regarding funding may be arranged by mutual 
agreement of parties to this contract. 
2. Contract Administrator 
All progress reports, correspondence, and related submissions from the 
Provider shall be submitted to: 
L. Roger LaJeunesse 
Director, Bureau of Mental Health 
Department of Mental Health and Corrections 
Room 411, State Office Building 
Augusta, Maine 0lf333 
Tel. 289-3167 
who is designated as the Contract Administrator on behalf of the Department 
for this agreement, except where specified otherwise in this agreement. 
3. Independent Capacity 
The parties hereto agree that the Provider, and any agents and employees 
of the Provider, in the performance of this agreement, shall act in an 
independent capacity and not as officers or employees or agents of the State. 
4. Liability 
The Provider shall keep in force a liability insurance policy issued by 
a company licensed to do business in this state which includes the area to 
be covered by this agreement and licensed by the State Insurance Department 
with adequate liability coverage to protect itself and the Department from 
injury or damage suits arising from any accident to any person occurring 
at the facility. Prior to or upon execution of this agreement, the Provider, 
shall furnish the Department with written or xeroxed verification of the 
existence of such liability insurance policy. 
5. Department's Representative 
The Contract Administrator shall be the Department's representative 
during the period of this agreement. He has authority to stop the work if 
necessary to insure its proper execution. He shall certify to the Department 
when payments under the agreement are due and the amounts to be paid. He 
shall make decisions on all claims of the Provider, subject to the approval 
of the Commissioner of the Department. 
4 of 7 pages 
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RIDER B (cortt'd) 
6. Changes in the Work 
The Department may order changes in the work, the contract sum being 
adjusted accordingly. All such orders and adjustments shall be in writing. 
Claims by the Provider for extra cost must be made in writing and signed 
by the Contract Administrator before executing the work involved. 
7. Subcontracts 
Unless provided for in this agreement, no agreement shall be made by the 
Provider with any other party for furnishing any of the work or services 
herein contracted for without the consent, guidance and approval of the 
Contract Administrator. Any subcontract hereunder entered into subsequent 
to the execution of the contract must be annotated "approved" by the Contract 
Administrator before it is reimbursable hereunder. This provision will not 
be taken as requiring the approval of contracts of employment between the 
Provider and his employees assigned for services thereunder. 
8. Subletting, Assignment or Transfer 
The Provider shall not sublet, sell, transfer, assign, or otherwise 
dispose of this agreement or any portion thereof, or of his right, title or 
interest therein, without written request to and written consent of the 
Contract Administrator, except to a bank. No subcontracts or transfer of 
agreement shall in any case release the Provider of his liability under 
this agreement. 
9. Equal Employment Opportunity 
During the performance of this agreement, the Provider agrees as follows: 
a. The Provider will not discriminate against any employee or applicant 
for employment relating to this agreement because of race, ~olor, 
religious creed, sex, national origin, ancestry, age or physical 
handicap, unless related to a bonafide occupational qualification. 
The Provider will take affirmative action to insure that applicants 
are employed and employees are treated during employment, without 
regard to their race, color, religion, sex, age or national origin. 
Such action shall include but not be limited to the following: 
employment, upgrading, demotions, or transfers; recruitment or 
recruitment advertising; layoffs or terminations; rates of pay or 
other forms of compensation; and selection for training including 
apprenticeship. The Provider agrees to post in conspicuous places 
available to employees and applicants for employment notices setting 
forth the provisions of this nondiscrimination clause. 
b. The Provider will, in all solicitations or advertising for employees 
placed by or on behalf of the Provider relating to this agreement, 
state that all qualified applicants will receive consideration for 
employment without regard to race, color, religious creed, sex, 
national origin, ancestry, age, or physical handicap. 
c. The Provider will send to each labor union or representative of 
the workers with which he has a collective or bargaining agreement, 
or other contract or understanding, whereby he is furnished with 
labor for the performance of this contract, a notice, to be provided 
by the contracting agency, advising the said labor union or workers' 
representative of the Provider's commitment under this section and 
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shall post copies of the notice in conspicuous places available to 
employees and to applicants for employment. 
The Provider will cause the foregoing provisions to be inserted in 
any subcontracts for any work covered by this agreement so that such 
provisions shall be binding upon each subcontractor, provided that 
the foregoing provisions shall not apply to contracts or subcontracts 
for standard commercial supplies or raw materials. The Provider, 
or any sub-contractor holding a contract directly under the Provider, 
shall, to the maximum feasible, list all suitable employment openings 
with the Maine Employment Security Commission. This provision shall 
not apply to employment openings which the Provider, Dr any sub-
contractor holding a contract under the Provider, propo~es to fill 
from within its own organization. Listing of such openings with the 
Employment Service Division of the Maine Employment Security Commission 
shall involve only the normal obligations which attach to such listings. 
10. Warranty 
The Provider warrants that it has not employed or written any company 
or person, other than a bonafide employee working solely for the Provider 
to solicit or secure this agreement, and that it has not paid, or agreed to 
pay any company or person, other than a bonafide employee working solely for 
the Provider, any fee, commission, percentage, brokerage fee, gifts, or any 
other consideration, contingent upon, or resulting from the award for making 
this agreement. For breach of violation of this warranty, the Department 
shall have the right to annul this agreement without liability or, in its 
discretion to deduct from the contract price or consideration, or otherwise 
recover the full amount of such fee, commission, percentage, brokerage fee, 
gifts, or contingent fee. 
11. Analysis/Audit 
The Provider understands and agrees that a formal analysis of the 
services provided under this agreement and/or a program audit may at any 
time during the contract period, or 3 years after termination, be performed 
by the Department. 
12. Access to Records 
The Provider shall maintain all books, documents, payrolls, papers, 
accounting records and other evidence pertaining to cost incurred under this 
agreement and to m~ke such materials available at their offices at all 
reasonable times during the period of this agreement and for three years from 
the date of the expiration of this agreement, for inspection by the Department 
or any authorized representative of the State of Maine and copies thereof 
shall be furnished, if requested. 
13. Termination 
The performance of work under the agreement may be terminated by the 
Department in whole, or, from time to time, in part whenever for any reason 
the Contract Administrator shall determine that such termination is in the 
best interest of the Department. Any such termination shall be effected by 
delivery to the Provider of a Notice of Termination specifying the extent 
to which performance of the work under the agreement is terminated and the 
date on which such termination becomes effective. The agreement shall be 
6 of 7 pages 
Cl 
equitably adjusted to 
modified accordingly. 
December 31, 1977. 
RIDER B (cont'd.) 
compensate for such termination and the agreement 
In any event, this agreement shall terminate on 
14. Governmental Requirements 
The Provider warrants and represents that all governmental ordinances, 
laws and regulations shall be complied with. 
15. State Held Harmless 
The Provider agrees to indemnify, defend and save harmless the State, 
its officers, agents and employees from any and all claims and losses 
accruing or resulting to any and all contractors, subcontractors, materialmen, 
laborers and any other person, firm or corporation furnishing or supplying 
work, services, materials or supplies in connection with the performance 
of this agreement, and from any and all claims and losses accruing or resulting 
to any person, firm or corporation who may be injured or damaged by the 
Provider or in the performance of this agreement and against any liability, 
including costs and expenses, for violation of proprietary rights, copyrights, 
or rights of privacy, arising out of publication, translation, reproduction, 
delivery, performance, use or disposition of any data furnished under this 
agreement or based on any libelous or other unlawful matter contained in 
such data. 
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PROPOSAL TO CONSOLIDATE 
AUGUSTA MENTAL HEALTH INSTITUTE 
AND 
BANGOR MENTAL HEALTH INSTITUTE 
Dl 
Department of Mental Health and Corrections 
Room 411, State Office Building 
Augusta, Maine 04333 
Commissioner George Ao Zitnay 
May 10, 1977 
OVERVIEW 
HOW CAN THE MENTALLY ILL IN f,1AINE BEST EP. HLLPED? 
The terms "institutional" and "community based" are often used 
as though they are opposites, the first bad and the second good. The 
term "institutional" can evoke these images: depersonalization, isola-
tion, custodial care, and largeness. Any of these conditions can, 
however, be present in facilities located within the community. So-
called "community alternatives" can be institutional if they deperson-
alize people and provide little more than custodial care. Conversely, 
state hospital services can be individualized and provide specialized 
treatment. 
The Department of Mental Health and Corrections recognizes that 
institutional services and community services are not opposites, are 
both in need of improvement 1 and are both necessary for treatment of 
the mentally ill. In addition, the State hospital services and those 
in the community should be viewed as part of the same continuum of 
services for the mentally ill, these services should be mutually in-
terdependent and part of a balanced system which is based on a con-
tinuing analysis of needs. Whenever one type of service is under 
utilized or over utilized, resources need to be shifted into another 
indicated type of service. The balanced system must be dynamic, con-
stantly seeking to rebalance itself according to need. 
Certain approaches need to be taken to accomplish a balanced in-
tegration of these services. Defined and shared responsibility for 
the patient and joint hospital and community planning are necessary, 
as well as having contracts specifying services with evaluation and 
monitoring ~echanisms built in. State hospital services must, at the 
same time that improvement is occuring in the community, redefine 
themselves, improve individualized treatment and specialty of programs, 
as well as eliminating isolationism. 
The Department believes that the guiding goals for mental health 
services should be as follows: 
1. The Department. of Mental Health and Corrections must strive 
toward a balanced system of service delivery which is 
responsive to the needs of people and which makes appro-
priate use of resources. 
2. Services should be provided in the most appropriate and 
least restrictive environment. People should participate 
in treatment in their community if possible, and should 
not be discharged from a state institution until appro-
priate community services are available. 
3. The capacity of the local community to treat, to tolerate, 
and to understand mental illness needs to be improved. 
This can be accomplished, in part, by providing sufficient 
resources for alternatives to hospitalization and community 
education and training programs. 
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The responsiveness of mental health services to citizens 
must be enhanced. Increased consumer participation, 
through the Mental Health Advisory Council for example, 
as well as changes in the referral process and access to 
services are some mechanisms that we are addressing. 
5. The Department of Mental Health and Corrections feels that 
it must play a major role in determining the best management 
of its resources. Where appropriate, the Department of 
Mental Health and Corrections must make recommendations 
to the Legislature for public policy decisions regarding 
the use of resources. 
6. Avoiding as much as possible the isolating effects and stig-
ma often attached to treatment for mental illness. 
Given then, the assumption by the Department of Mental Health and 
Corrections that both institutional and community service are necessary 
and that both are in need of improvement the question becomes -- How 
can a balanced system be accomplis.hed? The number of patients in the 
two state hospitals, AMHI and BMHI, has fallen dramatically over the 
past decade: 
AMHI 
BMHI 
Total 
1966 
1604 
1151 
2755 
1976 
341 
317 
658 
79% decline 
73% decline 
In addition, 75% of the Department's mental health financial resources 
are being spent on the two existing state institutions. These issues 
bring into question the need to sustain two major state institutions, 
both of which once contained several thousand people and now comprise 
only 600 to 700 people. Additionally, the current financial commitment 
is counter to a full range of treatment alternatives as well as counter 
to responsible utilization of resources. 
An array of alternatives has been examined, including: 
1. Continued operation of both istitutes with all services 
presently provided to continue. This was ruled out be-
cause of the reduced population in the two institutes, the 
high overhead cost of operating two large plants when the 
capacity of one could take care of the population now served 
by both, and, primarily, because it would do little or no-
thing to improve either institutional or community services 
for the mentally ill since resources are limited. 
D3 
( 2. 
-3-
Transfer of all the patients now at BMHI to AMHI. This 
was rejected because it would be isolating for those 
people particularly from Aroostook County, it would require 
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a significant build up of resources at AMHI and then phasing 
them down as community placements occurred, it would not 
provide for short term care in the Bangor area, it could have 
a negative impact on the elderly clients of the geriatrics 
unit upon transfer, and it would not provide for any real 
improvement in institutional services. Also, this move would 
preclude building on collaborative efforts at the University 
of Maine in Orono and the Eastern Maine Medical Center as 
well as possibly creating a severe future strain of mental 
health services. Though patient populations have declined, 
there is no guarantee that this will continue to happen. If 
we closed BMHI, any reversal for future need would be difficult 
if not impossible. 
3. Transfer all of patients now at AMHI to BMHI. This was re-
jected because of the extensive renovations needed for the 
BMHI plant and because it is further away from the popula-
tion center of the state. The present catchment area for 
AMHI covers 70% of the state's population. This, as in #2, 
would not provide resources for any significant improvement 
in mental health services. 
4. Close BMHI and transfer all patients to AMHI and to community 
facilities. Again, the closing would make revi.':!rsabili ty dif-
ficult as well as negating the benefits to be derived from 
the Bangor community. It wculd also be stressful on family 
relationships, particularly on short term admissions, because 
of the increased travel distance. 
5. Transfer some patients from BMHI to AMHI and to other community 
resources, while keeping BMHI open, but in a smaller more 
specialized capacity. This is the alternative that the Depart-
ment of Mental Health and Corrections has chosen. Patient care 
can be improved at BMHI through a Resource Center with a spe-
cialty geriatrics unit for the older emotionally disturbed 
person and through a specialty program for the severely emo-
tional disturbed person with autistic characteristics (with-
drawn, non-verbal, generally low developmental skills). In 
addition, an inpatient unit, which is currently D-1, can be 
maintained for short term admissions so that people will not 
have to travel to Augusta. The money that can be saved 
through reduced overhead costs and through reduced renova-
tion needs can then be reallocated to improve community re-
sources, such as increased inpatient services in the Aroos-
took County area and transitional living facilities. 
Based on alternative #5, patient movement would look approximately 
like this (patient census changes daily): 
Currently: May, 1977 
AMHI 
BMHI 
Total 
Population 
326 
301 
627 
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As projected: 
BMHI - 301 Total 
To Remain at BMHI 
100 geriatrics unit 
12 autistic unit 
20 short-term in patient 
132 
This leaves 169 people to be transferred to AMHI or to be dis-
charged to community alternatives. Staffing plans for AMHI provide 
for 4 psychiatric teams at about 34 patients per team for total pro-
visions for 136 patients. This would mean that the planned drop in 
population for the institutions would only be 33. 
In summary, we intend to accomplish the continuing specialization 
of institutional programs in tandem with an expansion and improvement 
in community services to create a. balanced service system. The Depart-
ment of Mental Health and Corrections recommends to the Legislature, 
through L.D. 1330, a policy of systematic formal reallocation of some 
public resources from our state hospital system to comprehensive, area 
based services to be developed or expanded throughout the state. We 
clearly recognize that community services need to be restructured and 
that the penalties of failure are as potentially grim as the images 
of institutional isolation and custodial care. 
The following section details the major factors that the Depart-
ment ~f Mental Health and.Corrections has explored in its preliminary 
plann7ng for the preparation of L.D. 1330. It is recognized that 
more in-depth information and planning will need to be pursued if 
L.D. 1330 is approved. 
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L.D. 1330 Report - Patients 
Following are the primary areas that have been identified in relation to patient 
issues: 
1. Patient profile: Who is treated in institutions and who is treated elsewhere? 
What types of information need to be obtained re patients? 
2. Patient Rights: How can these best be guarded in any changes and what 
guiding principles should be established? How can patients be involved 
in the process? 
3. Family/significant others: What impact will any change have on families? 
How can this be assessed? What are the best methods for keeping people 
informed of any changes? And when? And how? 
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4. Admissions: Who is admitted to the state institutes and how? Who is admitted to 
community inpatient units am how? What are the factors contributing to 
admission? 
5. Transfer process: How can this occur as smoothly as possible? What guide-
lines should be established? Timeframes? How can staff, patients, and 
families be involved? 
6. Catchment areas: What are these for BMHI and AMHI? Does this method of 
unit assignment continue to be feasible? 
7. Impact on Court System: How will any change affect particularly the District 
Court? Can this result in an undue burden on the Kennebec District Court? 
What legislation has been, or will be, presented this session that relates 
to this issue? 
8. Community services: What are they? Where? How much do they cost and of 
what quality? How can appropriate community services be assured for all 
patients? What needs to be expanded or changed? 
9. Patient records: The records kept at BMHI and AMHI are not in the same 
format or same system. How can they be integrated? What mechanisms need 
to be established during a transfer process to insure against loss, con-
fusion, and misunderstanding? 
10. Discharge process: What criteria should be established? What should be 
e<pecteo> of Ue tistitutes and of community services? How can discharge 
be better coordinated with the Utilization Review Committee? 
11. Program/Treatment Activities: If a transfer does occur, how can at least 
equal programming be provided? What types of activities are needed at 
AMHI? Will any gaps be created if BMHI is restructured? 
The preceding issues have been viewed in light of: (a) the best patient treat-
ment possible, (b) relationship to elements that interact with the mental health 
institutes, (c) recommendations that can be made now, and (d) issues that need 
further exploration if L.D. 1330 passes. In addition studies done in other states 
have been examined and incorporated into the planning process where appropriate. 
( Patient Profile: The need for patient profile information is important in the 
planning process and should be looked at in detail if L.D. 1330 passes. Some 
areas of concern include: 
a. Degree of family involvement: What are family expectations for 
I treatment and placement? How frequently do they visit and what are 
constraints for this? What will be the stress of disruption if the 
family member is transferred to AMHI? 
b. Type of commitment: Is this a District or Superior Court commitment 
or voluntary? This information is needed to assess the impact of any 
shift on the Court system. 
c. Program needs: What is the patient currently receiving? Is the patient 
involved in some type of specialty programming? This needs to be 
assessed to assure at least equal programming as a result of any 
change. 
d. Level of personal care: How well is the person able to care for him-
self? Does this person require staff assistance? 
e. Degree of supervision: Does this person need staff time for super-
vision because of personal care requirements or behavioral characteristics? 
Is security a factor? 
f. Behavioral/psychiatric characteristics: Is psychotic behavior extensive? 
What is this person apt to do? 
g. Relevance of the catchment area: Does this person still have 
meaningful community ties? It is recognized that even if a person 
does not have family or visitors, a return to one's community can 
be beneficial and should not be ruled out on the basis of lack of 
relationships. 
h. Environrnenta·1 needs: Aids for ambulation or unsteadiness, security, 
and supervision as well as sleeping and living space should be known. 
i. Potential for return to the community: What type of l"iving and program 
arrangements are most appropriate and within what time frames? 
*Attachment A is a copy of the survey done by Dr. Jacobsohn to find preliminary 
information, as wen as two surveys done by BMHI staff. It is felt that although 
patient populations may change daily, a point in time survey will provide general 
fund information sufficient for planning. Please note that these surveys and the 
patient profile are only intended for generalized program planning needs not to 
determine or assess individual client needs. 
D7 
Also, patients have been surveyed by the Department of Human Services re: appropriate 
placements so that there is a general idea of people who might be appropriate for 
some type of nursing home or boarding home placement according to the Department of 
Human Services' regulations and guidelines. 
*See material in supplementary package 
Patient Rights 
It is felt that full access to accurate information on the situation must be 
provided to all patients and must be provided in a concrete and honest form. If 
L.D. 1330 passes, the two institutes with the advice of the patient advocates 
must develop methods for doing so. The patients should participate, to the 
degree that they are able, in the decision-making process re: transfer to 
community placement and their preferences must be given meaningful 
consideration. 
The following principles are recommended as the basic guidelines for the transfer 
process: 
a. Patients have the right to be involved in the development and 
operation of their treatment programs to the maximum extent 
possible. 
b. Patients have the right to be involved in decision-making and to be fully 
informed of treatment decisions affecting them. 
c. Patients have a right to continuity of treatment upon transfer to other 
facilities. This necessitates early prior identification of patients 
to be transferred and informational meetings between proposed and 
current staff. 
d. Patients have the right to continuing interest and involvement of their 
family, community, and other significant persons. Information needs 
to be shared with sufficient time for discussion. 
e. Patients have the right to confidentiality of their records. Provision 
for security of records upon transfer as well as the problem of reviewing 
of records by nonessential persons. 
f. Involuntary patients have the right to the least restrictive appropriate 
treatment. There may need to be provision for judicial review for 
involuntary patients objecting to transfer and for assurance that 
the individual treatment plan can be fulfilled upon transfer. 
g. Voluntary patients retain all civil rights, including the right to 
leave at any time (34 MRSA Sec. 2290). This can become a problem area 
for 11 pseudo 11 voluntary patients who should not be allowed to leave but 
for whom no court action has been initiated. Sufficient pre-planning 
should occur so that these people can be referred to the District Court 
for its decision. 
h. The transfer of patient funds and accounting procedures must be done 
with utmost care. Patients have a right to have their funds handled 
responsively. 
1)8 
Family/Significant Others 
Information packages must be provided to families re: the process of transfer, 
how it affects their relative and ways that they can share feedback, questions 
and preferences. Guardians need to be carefully identified and involved in 
the move of any of their wards. 
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Patient profile information can be helpful in assessing the impact of increased 
travel distance and provisions should be made to assist families with transportation 
difficulties to the extent possible. Volunteer car-pooling arrangements as well 
as information about existing public transportation should be reviewed. Additionally, 
an open R,ouse might be provided at AMHI on one or two days so that families and 
friends could visit, as well as individual family conferences with key treatment 
personnel. 
Admi ss i ans 
A timetable for the shifting of admissions from BMHI to AMHI needs to be developed 
and should be done in close conjunction with referral sources such as the community 
mental health centers, the courts, the police, and the correctional institutions. 
The constraints and strengths of community inpatient units must be reviewed with 
the goal of accepting involuntary as well as voluntary admissions. A short-term 
inpatient unit will be maintained at BMHI and the inpatient capabilities of the 
Aroostook Mental Health Center will be expanded to reduce the necessity of admission 
to AMHI. Contributing factors to admission, such as lack of community services 
will be assessed for long-term planning needs to develop a balanced service 
system. 
Transfer Process 
The following criteria and mechanisms for transfer are recommended: 
a. Staff should discuss with patients, on an individual basis, their 
transfer options and give sufficient opportunity for patient input to 
have meaningful consideration. 
b. Patients should be offered trips to AMHI prior to transfer, as well as 
to community facilities. 
c. Key treatment personnel at AMHI and BMHI should meet to discuss the 
treatment needs of individual patients. 
d. The patient should have the opportunity to meet with key treatment 
personnel prior to transfer. 
e. The number of people looking at patient records should be kept to a 
minimum to insure confidentiality. 
f. The treatment plan established at BMHI should be kept in effect unless 
key treatment personnel revise it. 
g. BMHI staff need instruction on how to respond if the voluntary patient 
who refuses transfer to AMHI, as well as refusing BMHI discharge. 
h. The need for careful, close, and regular communication and planning 
with the police, courts, and correctional institutions during the 
transition. 
Catchment Areas 
BMHI serves the catchment area as defined by The Counseling Center of Bangor and 
the Aroostook Mental Health Center. AMHI serves the catchment areffi as defined 
by Kennebec Valley Mental Health Center, the Tri-County Mental Health Center, 
the Maine Medical Center, MHC, York County Community Services, Bath/Brunswick 
Mental Health Center, and the Mid Coast Mental Health Center in the Belfast 
and Rockland area. AMHI generally assigns people being admitted to the 
Institute on the basis of geographic catchment area. Thus, the hospital 
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is organized by teams responding to catchment areas. The feasibility and therapeutic 
value of this method should be reviewed as the need for specialty programs becomes 
more apparent. It may be appropriate to shift from geographic area to assignment 
by program need if specialty programs continue to develop. 
Impact on Court System: 
Some of these issues are addressed in sections on patient rights and transfer 
process. There has been legislation introduced during this legislative session 
that could affect this and it needs to be closely monitored. Also, the District 
Court involvement in involuntary commitment determination needs to be studied 
for potential bottlenecks created by a transfer of patients. It is estimated 
that approximately 1/3 of the patient~ at any one tim~ are on involuntary status 
Community Services 
The following issues must be considered: 
a. There is a need for community education regarding the needs of 
psychiatric patients, particularly for boarding and nursing 
home staff as well as local physicians. 
b. Any transfer or movement of patients must be done carefully so as not 
to overload the aftercare system. 
c. There are two issues to be addressed: 
The pre-existing problems of aftercare and the potential problems posed 
by implementation of L.D. 1330, such as the increase in the travel time 
of aftercare workers, the impact on Kennebec Valley Mental Health Center, 
The Counseling Center, and on Aroostook Mental Health Center. The 
Department of Mental Health & Corrections is examining ways to equalize 
statewide the payments for aftercare and to insure that money accompanies 
any significant increase in the aftercare caseload for a catchment area. 
d. The need for a variety of day programs and respite are resources that 
should precede client placement. 
Patient Records 
A study committee of BMHI and AMHI personnel, particularly medical records 
staff, will be established to review record systems and recommend changes for 
congruence. 
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Discharge Process 
The discharge process must consider the appropriateness and availability of 
community resources. In addition, for those people being referred to other services 
or other residential facilities, there must be a written treatment plan and 
recommendations for future programming. If placed in a boarding or nusing 
home there must be an assessment of the home's capability to provide treatment. 
The patient, family, and community services should all be involved in the 
discharge palnning process. 
Program/Treatment Activities 
There are problems in gathering data on therapy and other program activities at 
BMHI since these are not regularly recorded in institute-wide summary form as they 
are at AMHI. Since the Department intends to provide at least equal programming 
for anyone transferred from BMHI to AMHI, several methods for obtaining general 
planning data are suggested: 
a. Apply percentage of programming time currently at AMHI to the number 
of those estimated to be transferred. 
b. Compare actual wards at BMHI and AMHI. 
c. Have clinicians do hypothetical treatment plans for a typical 
group of BMHI patients and compare this percentage of programming 
to AMHI. 
It must be noted that these methods are not intended for the designation of 
individual programs but to gather overview information on the scope of 
activities that need to be available at AMHI. 
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STAFF ISSUES 
Initial research and planning investigated a broad range of issues 
and identified the following questions to be explored by the Department and/or 
addressed in the planning process at a later date 0 
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lo Relocation What can and should be done for employees being dislocated? 
2. Retraining What are the retraining needs of the employees, and how can 
the Department assist in identifying and meeting these needs? 
3e Recruitment What role can the Department play in attracting quality 
professional and direct care staff? 
4e Economic Impact How can the Department minimize the economic burden on 
the area and financial injury to individual employees? 
s. Pati2.,nt Impact How can the Department minimize the chance of patients 
suffering due to demoralized staff? 
60 Legislation Is the transitional language outlined in LeDe 1330 adequate 
to protect the rights of employees and provide adequate coverage to 
provide good patient care? 
7. Administration What administrative steps are necessary to accomplish a 
smooth transition in accordance with LoDo 1330 and existing Personnel 
Rules and Law? 
8. Employee Organizations What role should the various employee organizations 
play to assist in the planning and implementation of the phasedown? 
In general, these questions were considered in light of identifying a. appropriate 
authority and responsibility, be necessary administrative steps or action, and 
co adequate resources to accomplish the necessary steps. The Department researched 
the various issues, contacted as many c::oncerned agencies as possible and reported 
to the subgroup* Although time constraints made this process informal at times, 
the issues outlined above were addressed and the following information and/or 
recommendations are offered. 
lo Relocation Research into the closing and/or phase-down of state hospitals 
in other states indicated that: 
ae Assistance in relocating was a key factor in making the transition a 
smooth one for employees. 
be The agency with authority for the hospital generally restricted 
relocation assistance to employees who transferred within the agency. 
c 0 Relocation assistance generally consisted of informational rather than 
financial resources. (i.e 0 contact with job opportunities, real estate 
brokers, etc 8 rather than cash moving allowances) 
de The possibility of having to relocate was a key source of anxiety for 
staff regardless of the level. 
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Research into existing policies and precedents on this issue in Maine 
indicated: 
a. No information exists at present which would allow an in-depth assessment 
of BMHI employee relocation needs (i.e. size of family, occupation of 
spouse, homeowner or not, etce) 
be Department of Finance and Administration policies 
permit the assumption of relocation expenses only under restricted 
circumstances. 
Ce Precedent in closing other departmental institutions (SS/WCC at Hallowell 
and WCC at Skowhegan) did not permit assumption of moving expenses or 
special travel allowance, except as provided within existing policy 
and pr act icee 
de Practice in state government as a whole has generally been to restrict 
moving expenses reimbursement to individuals in high administrative 
positions "with unique qualifications that would substantially benefit 
the state.," 
e. Approximately 200 employment opportunities would be available at 
Augusta to BMHI employees. Assuming that the Department could find 
200 BMHI employees willing to relocate, additional costs could be 
anticipated as follows 
at $500- $1,00Q per employee (estimated, based on research with moving 
companies in the area) an additional maximum of $100,00 - $200,000 
would be needed in the first year. 
at 13¢ per mile, travel allowance (for those unable to relocate 
before their job at Augusta might begin) for a period of 2 weeks to 
1 month require an additional maximum of $39,000 - $78,000 in the first 
year., 
f. Concern was felt that if a relocation package included reimbursement 
g. 
as indicated in e., precedent would be established for any state positions 
to be transferred in the future and that grievances might be filed 
from positions transferred in the paste 
Relocation cost reimbursement in any case should 
be a matter of administrative policy rather than statute. 
The following information should be 
made available to all BMHI employees who might consider transfer: 
- Schools: number, location, registration procedures. This could be 
put together by the school system and distributed by the Department 
- Churches: number, location, denominations., 
- Housing: kinds available, etce 
.. Shopping 
- Recreation 
- Banks 
- Transportation access 
The Augusta Chamber of Corrnnerce has put together a fairly comprehensive package 
that includes much of this information. 
( 
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i. BMHI employees should also have detailed information 
on the following to assist them in making decisions about transferring 
or relocating: (see #7 Administration for more detail) 
- re-employment opportunities within the Department of MH&C, with the 
MMHI, and in state government in general. 
- benefits as a state employee (retirement, lay-off rights~ etc 0 ) 
- unemployment benefits 
- job opportunities outside of state government 
j. Special attention should be paid to handling unusual or rare cases 
wherein the e~ployee might suffer unduly. (i.e. a person who could retire 
with full benefits if his or her particular lay-off notice were 
deferred a few weeks or months, a couple needing to transfer together, 
etc.) 
2. Retraining Research into closing hospitals in other states indicated that 
retraining was generally only considered within the jurisdiction of the agency 
closing the hospital. (ioeo opportunities for training within the mental 
health agency) 
Research into this issue in Maine indicated the following: 
a. There is little or no information in existence which details the 
retraining needs of BMHI employees as related to the phasedown 
be AMHI employees should also be considered for retraining opportunities 
made available. 
Ce BMHI staff proposals for training (particularly of paraprofessionals) 
have not been funded in the recent past, and there is a considerable 
amount of anxiety that re-training needs connected with the phasedown 
would be neither identified nor mete 
de Retraining should be incorporated in the budget, particularly in 
that the units opening in Augusta would provide limited opportunity 
for on-the-job training/retraining. 
3. Recruitment: Discussions in this area concerned methods of attracting 
quality professional and paraprofessional staff to the MMHI. Problems 
identified were as follows: 
a. lack of flexibility in the Personnel Law and Rules (i.eo it is impossible 
to add extra benefits, etco) 
be limited cultural, educational and other attractions in the Augusta area. 
It was felt that these issues were not within the purvue of the Department of 
Mental Health and Corrections, and that it was unlikely that change could be effected. 
It was felt that recruitment of quality staff couldbest be achieved by making 
MMHI a better place to work. ieeo building innovative programs, etc. 
Literature on the closing of hospitals in other states did not address this 
issue. 
( 
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4. Economic Impact Research on hospital closing in other states indicated: 
a. Hospitals being phased out or closed were often a major employer in the 
area 
be While groups of citizens and businessmen would frequently lobby on the 
basis of a detrimental economic impact, in fact such area-wide impact 
tended to be short-term and insignificante 
c 8 Converting the hospital to another use tended to lessen economic impact 
on the area as well as individuals 
de Phasing down the hospital over a period of time (12-24 months) 
tended also to reduce detrimental impact. 
e. The heaviest economic or financial burden tended to be at the individual 
level on the mental health paraprofessional with few transferrable 
skills. 
f. Several states recommended special planning groups to deal with this issue. 
Research on this issue in Maine indicates: 
a. BMHI is one of the major employers in the Bangor Area.., 
be There are a variety of public and private groups in the Bangor area which 
could be utilize,d to assist in the planning of the phase-down so as to 
minimize the financial hardship on individuals, groups, and businesses. 
( see #7 AdministraUon. for detail) 
Ce BMHI currently employs 476 persons. The proposed Resource Center would 
employ 172 persons, and employment opportunities at the Augusta Campus 
of the MMHI would number approximately 208, leaving approximately 96 
persons to assist in obtaining re~employment over the phasedown period 
(approximately 1 year)o Attrition at BMHI is now running about 26% on 
an annual basis, so about 123 persons could be expected to leave over 
the phasedown period 0 Since this is greater than the 96 surplus noted 
above, it is anticipated that established procedures and p-,:hased planning 
can accomodate the majority of problems. 
de Special care should be taken to involve all necessary and/or affected 
groups in the early stages of planning (once the LeDe has passed) 
e 8 The phasedown should happen over a period of tfme 
5 8 Patient Impact Research into the effects of staff morale on patients in 
situations where hospitals were being phased down or closed indicated: 
a 8 Patient care does suffer when staff become demoralized, depressed etc. 
be Staff can go through a pattern of initial anxiety, then denia\ then 
depression which lowers morale and affects employee's attitudes toward's 
their jobs, but this can be alleviated to a great degree by good 
planning and~mmunication on the part of the administration. 
( 
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Research into the implications here in Maine indicate: 
a. Staff anxiety at BMHI is at a high 1eve1 9 largely due to a combination 
of several factors 
.. several changes in departmental leadership9 creating uncertainty 
- lengthy discussion in the public media of the various alternative 
plans - over a period of two or three years 
- inconsistent information on the entire issue over a period of time 
be The need to have consistent and accurate information at all staff 
levels throughout the entire process cannot be overemphasized. 
(see #7, Administration for more detail) 
Le~islation Research into how other states dealt with the personnel issue 
in icated much inconsistency. Some of the larger states were able to 
guarantee all displaced employees a job opportunity. Others delayed 
phasedown until such time as other major programs were being opened, thus 
virtually assuring jobs. 
Policy, practice, and preceding legislation in Maine indicate the 
following when taken in conjunction with LeDe 1330: 
a. The commissioner of Mental Health and Correction must designate staff to 
provide patient care at the Bangor campus during the transitional period 
(about 10 .. 1 ... 77 to a maximum of 6-30-78) 
Special preference 
positions at MMHie 
positions, to make 
preference allowed 
is allowed BMHI employees in applying for 
This should be amended to include all Departmental 
the provision comparable with past law (i.ee 
employees laid off from SS/WCC). 
Ce Existing Personnel Law and Rules are sufficient to guarantee fair 
treatment and location of staff insofaras possible, provided certain 
administrative steps are taken (see #7 Administration, for more detail) 
de Maine is not in a position to guarantee state jobs to all who might 
be displacede 
e. The BMHI Campus, after the effective date of the Act, becomes a sub-set 
of MMHI under one superintendent (the superintendent of AMHI) 
7. Administration As indicated above, proper administration of the phasedown 
process was key, in many states, to a smooth transition for employees 
Part icul.arly: 
a. Establishment of on-going channels of communication about transfer 
schedules 
be Determination of employee needs in the areas of relocation, retraining, 
and job preference 
Ce Monitoring of state personnel hiring procedures to assure adequate 
protection of special preferences 
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de The establishment of a special group to coordinate staff transfers and 
lay-offs with patient and resource transfers 
e. The establishment of a procedure to identify unusual protlems for 
individuals displaced 
fe The removal of top officials or administrators with vested interests 
from the phase-down process 
g. Involvement of community economic development organizations 
he Involvement of employee organizations in the process of planning 
implementation procedures 
The above information leads to the recommendation oI several administrative 
procedures for Maine, taken in conjunction with the requirements of L.D. 1330 
a. Administer a detailed staff survey to all BMHI employees to determine 
their needse The Subgroup designed a survey but 
it was decided not to administer it until after the bill was passed. 
b. Survey AMHI staff to determine their training needs and to assist in 
developing an operational policy for hiring onto the new units 0 This 
survey needs to be designed 
c. Compile seniority lists for BMHI employees for all classes and individuals 
de After gubernational permission is obtained to provide programs on 
the BMHI Campus, establish positions to operate the programs 
e. Before the effective date of the Act (about 10-1-77), the Commissioner 
must designate staff to operate transitional programs at the BMHI 
Campus. This must be done in coordination with do above. 
f. As soon as possible after the bill is passed and programs are finalized, 
employees should be given the information on relocation, re-employment 
opportunities, and employee benefits. This should happen in small groups 
with representatives from the Departments of Personnel, Mental Health 
and Corrections, Employee Relations, and Retirement. 
g. Provide Career Counseling through Manpower Affairs on an on-going basis 
throughout the transition process (i.ee an office established on the 
Bangor Campus) 
he Build retraining programs based on needs identified in the survey and 
coordinated with departmental needs 
ie Establish a group to build transfer and/or lay-off schedules based 
on patient and resources transfer. This group should consist of 
business, program, and personnel staff. 
j. Provide BMHI employees on-going access to and assistance in applying 
for state positions. This should be done by an on-site personnel tech-
nician. 
( 
k. Employee organization officials should be informed in all stages of 
the planning process. 
1. Establish a group consisting of representatives of the Economic 
Planning and Analysis Division of the SPO, Manpower Affairs, 
Eastern Maine Development District, and other development groups to 
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plan means of assisting the Bangor area in absorbing any economic impact. 
Primary responsibility for this planning should be outside of the 
Department of Mental Health and Corrections. 
Se Employee Organizations Research into the role of employee organizations 
in other states indicated two basic types of involvement: 
a. Total involvement in the planning process, as active participants 
be Involvement in the planning process as review agents, or reactive 
participants 
Since MaineUs institutions are represented by a variety of organizations, 
and since the recent stages of planning were simultaneous with collective 
bargaining elections, the subgroup felt that the employee organization should be 
included in the review process for the current plan. At such time as the bill is 
passed and the phasedown implementation begins, the appropriate employee organizations 
will be involved in the details of planning. 
Material on the phasedown and/or closing of hospitals across the country 
and in Canada and available on file in the Central Office of the Department of 
Mental Health and Correctionse 
RESOURCES 
The area of "resources" includes all those considerations related to the need 
and utilization of facilities and the f-c.nds required for the mental heal th 
system, if there is to be a change to one Maine Mental Health Institute. The 
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issues addressed fall within three broad categories: (1) program, (2) identification 
of facility and financial needs to realize thE: program plan, (3) development 
of community services. 
As has been described in the overview, after careful consideration of 
alternatives for consolidation of programs in the two institutions, the 
Dep2rtment is recommending that the programs for patient care on the Bangor 
campus become more specialized in their treatment of tt.e elderly mentally ill 
and the seriously emotionally disturbed young adult and that psychiatric 
patients presently in BMHI programs be transferred to AMHI and to other community 
resources as appropriate. In addition, it is proposed that the current D-1 
unit, an inpatient unit for acute and emergency psychiatric care maintained by 
the Bangor Counseling Center in a joint-venture relationship with BMHI, remain 
in its present facility for the first year of the transition process. 
A full description of the Resource Center and a more detailed discussion 
of the mental health programs at the Resource Center are presented in another 
section of this plan. 
The largest task for the establishment of resource needs and priorities 
was thE: identification of facility and financial needs to realize the progr2.m 
plan. The issues considered are: 
a. Renovation costs for program changes: 
1. Costs for AMHI to receive psychiatric teams, 
2. Costs for alternative utilization of the Bangor campus. 
B. Personnel, support servi.ce and all other costs for :i;:,roposed programs, 
C. Transitional fund requirements: 
1. Unemployment 
2. Training/retraining of staff employed in other Departmental positions 
3. Costs for double teaming during the transfer of patier\ts 
4. Costs for actual movement of patients. 
Decisions concerning these issues are reflected in the budget, which is 
presented in a budget section. The most effort was spent in exploring all 
possible alternatives for placement of patients and programs withinthe Bangor 
building complex. After careful consideration of these alternatives, it was 
decided that the Pooler Pavilion provided the best patient environment fer an 
on-going program in gerontology and autism, and was also the most realistic 
alternative from the financial standpoint. 
Further attention was given to the consequences of vacating the main building 
on maintaining the D-1 unit, which currently depends on the programs in K 
building for back-up staffing. It was determined that D-1 would be able to 
provide inpatient services for both voluntary and involuntary patients during the 
first year of transition if the psychiatric teams in the K building were the last 
to be phased out. During this year the Counseling Center is to seek alternatives 
for its inpatient unit. (Complete documentation of task force subgroup 
( 
discussions and of reports generated frcm research are available in the 
secondary materials packet.) 
The time-sequence process for. tt.e utilization of resources is presented 
on a chart at the end of this section and needs no further elaboration. 
Community services was thE: third major area of concern in thE: resources 
area. What community facilities or services would be immediately needed 
in the Aroostook and Bangor areas in order to offset the impact of moving 
psychiatric patients to Augusta? Proposals from both the Aroostook Mental 
Health Center and the Counseling Center were reviewed. It is recommended on the 
basis of determination of most immediate and prioritized need that the Aroostook 
Mental Health Center receive up to $300,000 for the establishment of a structured 
living rehabilitation program in the County. It is also recommended that the 
Counseling Center receive $50,000 (in addition to the support to D-1 in the 
joint venture) for the development of a half-way house in the Bangor area. 
The allocation of these funds to the counseling centers will be carried 
out through special service contract mechanisms which the Department is currently 
developing, and which will allow the Department close monitoring and evaluation 
capabilities. 
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Resource Center 
Intro duct ion 
As an alternative to the complete closing down of the Bangor Mental Health 
Institute, the Department of Mental Health and Corrections is proposing to 
reorient the Bangor campus toward the establishment of an active cormnunity 
service center, allowing for maximum utilization of the current facility. 
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This plan is primarily concerned with the mental health component of this 
Resource Center. The Department of Mental Health and Corrections is proposing 
two other components to be part of this resource center: a corrections component 
including the existing pre-release center which is on the grounds of BMHI, and 
a mental retardation component which can include the Levinson Center and a regional 
mental retardation offices A Regional Government Center is also being planned 
which will include offices of several state agencies and functions. Cormnunity 
agencies will be invited to utilize the facility to provide for day care and 
day services in educational and vocational areas 8 
The following section describes the programs which the Department of Mental 
Health and Corrections is proposing for the provision of mental health services 
within the resource center setting. 
One of the important aspects of moving from an organizational structure 
with two institutions developing their own independent, and often duplicative, 
programs to one institution with a resource center on a satelite campus is 
that the various programs in the unified organizational framework can 
compliment and support each other. Especially important is the ability of the 
combined campuses to share costly specialized staff. The Resource Center concept 
promotes the concept of better utilization of staff across programs and 
between campuses and the ability to share staff with other components in the 
total resource center complexe This capability is an important part of the 
development of the programs that are described. 
( 
Psychogerontology Program 
The psychogerontology program envisioned at the Bangor Resource Center 
would provide services to meet the treatment needs of the elderly mentally ill 
and would serve the entire State of Maine with respect to public psychiatric 
inpatient programs serving this type of population,,. 
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This program would provide a variety of direct services to patients; would 
have the capability of providing both medical and psychiatric treatment programs 
for each patient who could benefit from such programs; and would have the capability 
of evaluation for placements of patients when they would be ready to leave these 
programs and for follow-up in aftercare services 0 
The Jacobsolm Survey of patients in the Program on Aging at BMHI (January 1977) 
indicated that approximately 100 of the 150 patients show a need for a specialized 
unit which would address itself directly and more intensively to the psychiatric 
problems that presently exist with this population,,. There is a further emphasis 
throughout the entire mental health system on the complex problems of the aging, 
resulting from a realization on the national as well as the state level that our 
knowledge and resources for this important and growing segment of our population 
are seriously inadequate,,. 
The establishment of this psychogerontology unit would begin to meet the 
needs of these clients. As the program develops and current clients are rehabilitated 
to a point where they can function in the connnunity, the decrease in population 
will allow a change in the mixture of the staff to a degree that specialists in 
gerontology can become part of the treatment teame As the evolution of the 
unit continues, a Center for Gerontology with complete treatment, research, training, 
and outreach capabilities can be established0 It is envisioned that the complete 
program addressing neurologic and organic problems of the aged -- developed 
during a period of up to five years=• would consist of several elements: 
1. a diagnostic unit, 
2. a behavioral therapy inpatient unit, 
3 0 a day care capability to provide added services for residents of the Bangor 
area, 
40 a transitional living or group home living facility or facilities, 
Se an outreach aftercare component, 
6. a teaching-education-training-research and evaluation capacity, 
7. a capacity for providing respite care for short-term placement of persons 
who are being cared for by their families. 
The staff of the Bangor Mental Health Institute has developed an initial 
proposal that outlines a program to meet the treatment needs of the elderly 
mentally ill. This proposal emphasizes that once fully established, the program 
could be used not only as a resource within the mental health institute and the 
extended mental health system (eege, for connnunity mental health centers), but 
could become an important resource to elderly individuals being cared for in a 
variety of other settings, such as nursing homes, boarding homes, and other 
locations throughout the state. 
At the point of full development, the Center for Gerontology would not only 
concentrate its efforts on difficult clients within the program, but would have 
extensive research and evaluation capabilities, and could offer inservice training 
for those working in the social, psychiatric, and medical areas of geriatric 
treatment as well as those involved in direct service delivery. 
Program Plan -- First Year 
The Psychogerontology Program would be located in the Pooler Pavilion, 
where the current BMHI Program on Aging (geriatric population) is locatedo 
This buildit1g, after renovation to create smaller more private living units 
for its residents, would have approximately 8 ward areas with 14 beds per ward, 
for a total of 112 available beds. It is planned that 7 of these ward areas 
would be set aside for the geriatric population with the remaining ward area 
being used for the autistic program. It is envisoned that there will be an 
average daily attendance in the psychogerontology program of approximately 100 
patients., 
Since the Department of Mental Health and Corrections has to live within 
its established budget and still meet the needs of its population, a long-term 
program must be contemplated. Therefore, development of this unit during the 
first year will focus on certain new programs which are seeri as having highest 
priority for meeting the needs of the existing population, with the full design 
of the program being realized in the following yearse 
The nature and full treatment requirements of the population to remain in 
the Resource Center Psychogerontology Program cannot be established until after 
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a patient survey (which is outlined elsewhere in this plan) and the determination 
of ability to place patients in alternative care environments. However, current 
knowledge of the ex{sting population suggests that at least one-half of the 
average daily attendance of patients will require more direct psychiatric program 
plans and more intensive psychiatric and psycho~social treatment approaches 
and assistancee Another part of the population indicates the potential need 
for a special diagnostic unit designed to evaluate patients who have not only 
presenting psychiatric symptomatology but also have physical problems which call 
for alternative treatment program plans@ The ability to develop an optimally 
functioning Center for Gerontology will be dependant on close working relationships 
with the psychiatric, health and educational communities of the Bangor area., 
The program could be further enhanced by the capability of sharing staff within 
the Maine Mental Health Institute, i.,e 0 , certain specialized staff serving programs 
on the Augusta campus also being involved in this program at the Resource Centere 
( 
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Autistic Program 
The so-called autistic population is probably the least understood and 
most neglected group of multiply disturbed persons in our society. 
Specialists cannot even agree on a definition-and description of the character-
istics of this population. Currently, autistic people are, for the most part, 
either excluded or denied services or placed in inappropriate programs 9 
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For purposes of this proposal, the population for this program is described 
as the most seriously emotionally disturbed(withdrawn, non~verbal, generally 
low developmental skills)young adults~- age 21 and overo The existing program 
on autism at BMHI -- with 11 residents~- is designed to treat individuals 
whose behavioral disorder has been present since before the second or third year 
of life and who have remained institutionalized and essentially untreatede 
Many are properly diagnosed autistic or childhood schizophrenic, even though 
their average age is about 23e 
This Resource Center program will serve up to 12 clients and be relocated in 
Pooler Pavillion. It will provide an important link in the DepartmentWs attempt 
to develop more comprehensive services for this group of individuals on a state-
wide basis, lending support to the already existing units at the Maine Medical Center 
in Portland and at Pineland Center, and to a proposed unit in Augusta (proposal 
submitted to the Federal government for funding by Augusta Mental Health Institute). 
It is felt that the potential to draw from the shared staff within the Maine Mental 
Health Institute and the larger Resource Center--specifically from staff in 
the Mental Retardation component-=will significantly enrich the autistic program, 
and allow it to develop further in the area of outreach as well as direct 
treatments This program is viewed as needing the most intensive research, 
treatment and outreach knowledge available in order to bring these young adults 
to the point where they can be returned to and maintained in their families and. 
communities, rather than permanently institutionalized@ 
( 
D-1 
D-1 is an inpatient unit of the Counseling Center for both voluntary and 
involuntary acute and emergency psychiatric patients. It has been operated 
at Bangor Mental Health Institute as part of a joint venture. Currently the 
Counseling Center provides all the staff for this unit, and BMHI provides 
support functions such as the building, utilities, laboratory, pharmacy, etc. 
BMHI has also provided support backup staff on occasions when the D-1 staff 
needed emergency assistance in dealing with especially difficult patients. 
During the first year after the establishment of a Maine Mental Health 
Institute, the Department proposes th2,t the joint venture be continued. 0~1 
will continue to serve both voluntary and involuntary patients, and will continue 
to receive support services during the transition period from the current 
population at BMHI to the Resource Cent.er programs. Back-up staffing will be 
available from the K building programs, which will be the last to be phased out. 
The Dep2crtment will work with the Counseling Center during this period in 
planning for the establishment of alternative facility resources for this inpatient 
unit. 
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( BUDGET 
1,. ~rol22~~ .. L.££.E.J1.1;:.~~1;ta!_~~ 
The proposed budget to implement the first phase of this plan follows,. 
Funds available for the development of a Resource Center at the Bangor· 
campus and for the transfer of patients to the Augusta campus represent the amount 
of funds recommended in the Department I s budget docillllent as necessary for the 
continued operation of the Bangor Mental Health Institute. 
As will be noted, the first .. year funds for reallocation derived from the 
establishment of one mental health institute are projected to be $350 0 000.. Up 
to $300 9 000 have been designated for the Aroostook Mental Health Center for a 
community structured living program and increased aftercare capabilities in 
Aroostook County; $50 9 000 have been designated for The Counseling Center in Bangor 
to be applied toward the development of a halfway housee Second year funds for 
reallocation to community mental health services total over one million dollars. 
(Budget projections for a Hve .. year period follow the proposed Maine Mental Health 
Institute budgeta) 
It should also be noted that funds for staff training and retraining are 
listed with unemployment benefits~ in that the allocations for each area are inter-
related, and we will not know specific needs until after n staff survey and fut.her 
staff placement planning. 
n1e proposals of staffing patterns for specific programs at the Bangor 
Resource Center should be viewed as planning documents and are subject to rev:lsiono 
The departmental funds available for these programs~ however, remain, for this first 
yenr 0 as designatede 
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PROPOSAL FOR MAINE MENTAL HEALTH INSTITUTE 
(Maintain Pooler Pavilion and Consolidate Psychiatric Clients at Augusta Mental 
Health Institute - Fiscal Year 1977-78) 
Funds Required to Transfer Clients to AMHI - (See Exhibit A) 
Personal Services (208 Positions) 
All dther 
Capital Improvement 
Total Funds to AMHI 
Funds Required for Resource Center (See Exhibit B) 
Personal Services (172 Positions) 
All Other 
Capital Equipment 
Unemployment Benefits & Staff Training 
Capital Improvements 
Less: Bond Funds 
Total Resource Center Funds 
$ 2,159,867 
330,963 
107,000 
$1,659,888 
688,647 
24,3831 
574,518 
200,000 
(107,000) 
Resources for Community MH Centers (Bangor & Aroostook) 
TOTAL FIRST YEAR COST 
Funds Available (1977 - 78) 
Budget Recommendation - Unallocated 
1340.3 - Food 
1340.4 - Fuel 
Total 
Second Year Projection 
Cost of Resource Center 
Cost of Program to AMHI 
Total Second Year Cost 
Less: Funds Available (1978 - 79) 
Budget Recommendation 
1340.3 - Food 
1340.4 - Fuel 
Total Funds Available 
$ 5,713,905 
243,049 
192,018 
1Funds Available for Reallocation to Community Services An additional $96,000 available in Central Unemployment Fund 
$ 2,597,830 
$ 3,040,436 
$ 350,000 
$ 5,988,266 
$ 5,570,077 
234,520 
183,669 
$ 5,988,266 
$ 2,443,103 
2,570,375 
$ 5,013,478 
$6,148,972 
$ 1 , 135,494 
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EXHIBIT A 
AUGUSTA MENTAL HEALTH INSTITUTE 
Cost of services required to serve additional psychiatric and nursing home 
patients. 
PERSONAL SERVICES 
154 Four Psychiatric Teams $ 1,705,169 
18 Ancillary and Support Personnel 148,094 
36 Nursing Home Unit 306,604 
Total Personal Services - 208 Positions 2,159,867 
ALL OTHER 330,963 
MARQUARDT BUILDING RENOVATIONS 107,000 
Total Cost $ 2,597,830 
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AUGUSTA MENTAL HEALTH INSTITUTE 
Psychiatric Treatment Team Staffing 
One Team Capacity: 34 Inpatients, 12 Admissions per Month 
1 Psychiatrist IV $ 36,858 
1 Psychologist IV 18,346 
1 Master Social Worker 11 ,440 
1 Baccalaureate Social Worker (HSW I) 10,338 
1 Recreation Therapist 12,043 
(Recreation & Occupational Therapist Combined) 
2 Registered Nurses III 22,880 
1 Registered Nurse II 10,338 
1 Registered Nurse I 9,402 
1 Mental Health Worker VI 12,043 
2 Mental Health Workers V 21,735 
2 Mental Health Workers IV 19,718 
5 Mental Health Workers I 32,760 
7 Mental Health Workers II 51 , 100 
8 Mental Health Workers III 65,896 
1 Clerk Typist II 6,344 
2 Food Service Workers 11 , 100 
1 Custodial Worker 5,550 
Total Salaries - 38 Positions $ 357,891 
Adjustment for Salaries over Step A 17,895 
Retirement 44,493 
Total Staff Cost Per Team $ 420,279 
Staff Cost for four treatment teams $ 1 , 681 , 116 
1 Unit Director $ 13, 91 5 
1 Cl erk Steno I II 7,592 
Total 21,507 
Retirement 2,546 24,053 
Total Cost for Four Teams $ 1,705,169 
D31 
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AUGUSTA MENTAL HEALTH INSTITUTE 
Nursing Home Team Staffing 
2 Nurses II I $ 
1 Nurse II 
1 Nurse I 
2 LPN's 
2 Men ta 1 Health Workers I II 
4 Mental Health Workers II 
20 Mental Health Workers I 
1 Custodial Worker I 
2 Food Service Workers 
1 Baccalaureate Social Worker (HSW I) 
Total Salaries - 36 Positions $ 
Adjustment for Salaries over Step A 
Retirement 
Total Staff Cost $ 
D32 
22,880 
10,338 
9,402 
14,768 
16,474 
29,200 
131,040 
5,550 
11,100 
10,338 
261,090 
13,055 
32,459 
306,604 
-
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AUGUSTA MENTAL HEALTH INSTITUTE 
Ancillary & Support Services 
ANCILLARY PERSONNEL 
Clinic 
1 Nurse I II 
Laboratory 
1 Lab Technician II 
Medical Records 
1 Clerk Typist II 
Infirmary 
1 Nurse II 
1 Mental Health Worker I 
Admissions, Evaluation & Statistics 
1 Clerk Typist II 
Patient Care Evaluation P.R.S.O. 
1 Medical Secretary 
Patient Rehabilitation 
3 Mental Health Workers I 
SUPPORT PERSONNEL 
1 Plumber 
2 Custodial Workers 
1 Food Service Worker 
1 Account Clerk II 
1 Laundry Worker II 
1 Laundry Worker I 
1 Seamstress 
Total Salaries - 18 Positions 
Adjustment for Salaries over Step A 
Retirement 
Total Staff Cost 
$ 
$ 
$ 
11,440 
8,590 
6,344 
10,338 
6,552 
6,344 
7,904 
19,656 
7,300 
11 , 100 
5,500 
7,300 
6,344 
5,616 
5,782 
126,110 
6,306 
15,678 
148,094 
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PROJECTED BUDGET - RESOURCE CENTER - BMHI 
DESCRIPTION 
Personal Services (172 Positions) 
Less: Personnel on ELC Payroll 
Total Personal Services 
ALL OTHER 
Professional Service, not by State 
Professional Service, by State 
Travel Expenses In State 
Travel Expenses Out of State 
Operation State Vehicles 
Utility Services 
Rents 
Repairs 
Insurance 
General Operation Expense 
Office Supplies 
Clothing 
Other Supplies 
Assistance & Relief Grant 
Pensions 
Food 
Fuel 
Total All Other 
Equipment 
Renovations - Pooler 
CODE 
3000 
4000 
4100 
4200 
4300 
4400 
4500 
4600 
4700 
4800 
4900 
5300 
5400 
5600 
5700 
6900 
7200 
Total Operating Expenditures 9999 
$1,695,588 
35,700 
$ 94,225 
6,200 
5,421 
1,444 
7,500 
87,370 
8,978 
7,000 
53,100 
7,700 
5,000 
5,600 
65,250 
2,000 
12,500 
135,690 
183,669 
Unemployment Benefits & Staff Training 
Resources for Community MH Services (Bangor & Aroostook) 
Sub-Total of All Costs 
Less: Available Bond Funds 
Total First Year Costs 
1An additional $96,000 available in Central Unemployment Fund. 
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EXHIBIT B 
$ 1,659,888 
$ 688,647 
24,383 
200,000 
$ 2,572,9181 
574,518 
350,000 
$ 3,497,436 
(107,000) 
$ 3,390,436 
/ 
\ 
POSITION 
1 Administrator 
1 Clerk Steno III 
1 Personnel Technician I 
Tota 1 Position 
SHARED STAFF 
1 Beautician 
2 Custodial Workers 
3 Clerk Typists II (Pool) 
l Medical Secretary 
1 Occupational Therapist II 
1 Physical Therapist II 
~ X-Ray Technician 
1 Institutional Teacher 
1 Music Therapist 
Total Shared Staff 
Total Salaries - 14~ Positions 
Retirement 
Total Staff Cost 
..,34_ 
RESOURCE CENTER 
Administration 
Base Team 
$ 19,156 
9,214 
9,859 
$ 8,860 
12,270 
22,026 
7,592 
13,250 
11 , 440 
4, 118 
12,584 
12,584 
$ 38,229 
$ 105,724 
$ 143,953 
17,044 
$ 160,997 
DJS 
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GERENTOLOGY STAFF 
l Director 
l Cl erk Steno II 
3 Custodial Workers 
4 Nurses III (team) 
4 Nurses II 
10 LPN's 
4 Mental Health Workers III 
10 Mental Health Workers II 
40 Mental Health Workers I 
l Psychiatric Social Worker I 
3 Recreation Aides 
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RESOURCE CENTER 
Psychogerentology Unit 
112 Beds - 90% Capacity 
$ 14,458 
7,218 
19,905 
45,760 
41,348 
65,900 
31,617 
80,288 
l Registered Recreational Therapist 
1 Phys i c i an I V 
265,466 
10,377 
23,586 
12,043 
36,857 
11,440 1 Physical Therapist II 
Total Gerentology Staff 
PSYCHIATRIC STAFF 
1 Psychiatrist IV 
1 Psychologist III 
1 Psychiatric Nurse V 
3 Mental Health Workers VI 
Total Psychiatric Staff 
OUTREACH STAFF 
l Nurse I II 
1 Psychiatric Social Worker II 
Total Outreach Staff 
Total Psychogerentology Staff 
Retirement 
Total Staff Cost - 92 Positions 
$ 36,857 
17,680 
14,456 
36,129 
$ 11 , 440 
13,915 
$ 666,263 
$105,122 
$ 25,355 
$ 796,740 
94,334 
$ 891,074 
D36 
POSITION 
1 Painter 
1 Plant Engineer 
4 Stationary Firemen 
4 Stationary Engineers 
2 Maintenance Mechanics 
1 Carpenter 
2 Light Equipment Operators 
2 Laborers II 
1 Storekeeper I 
1 Food Service Manager II 
4 Cooks I 
4 Cooks II 
6 Food Service Workers 
3 Custodial Workers I 
1 Laundry Supervisor 
1 Washman 
6 Laundry Workers I 
2 Seamstresses I 
1 Heavy Equipment Operator 
Total 
Retirement 
Total Staff Cost - 47 Positions 
-36 ... 
RESOURCE CENTER 
Support Staff 
$ 9,090 
13,250 
38, 188 
33,780 
16,308 
8,862 
13,770 
13,770 
7,592 
12,584 
30,868 
35,444 
39,810 
19,905 
7,862 
7,093 
38,940 
13,354 
7,590 
$ 368,060 
43,578 
$ 411,638 
D37 
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RESOURCE CENTER 
Autistic Program 
Based on 10 to 12 Clients 
POSITION 
1 Director 
\ Master Social Worker 
(Outreach, family Coordinator) 
1 RN IV (Team Supervisor) 
2 LPN's 
6 Mental Health Workers II 
5 Mental Health Workers III 
1 Speech Therapist 
l Recreational Therapist 
\ Psychiatrist 
~ Ph.D. P~ychologist 
Total Salaries - 18.5 Positions 
Retirement 
Total Staff Cost 
$ 19, 157 
5,720 
14,060 
18,054 
48,173 
45,488 
13, 91 5 
12,043 
18,429 
12,292 
$ 207,331 
24,548 
$231,879 
D38 
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2., Projected_~;;ar _B_ud~!_ 
The following are budget comparisons showing estimated cost projections 
for five years of operating the Bangor and Augusta campuses under the Maine Mental 
Health Institute, first at current census and second with a declining census at 
Augusta. In both instances, an increasing amount of funds will be available 
for reallocation: it i.s the commitment of the Department that these funds 
should be directly applied toward the development of a balanced system of mental 
health services in the community setting on a state-wide basis. 
Also attached is a projected five year budget of operating AMHI and BMHI 
as separate institutions, fully accredited., Please note that BMHI will require 
at least $703,000 in addition to those funds recommended in the budget document 
to remain accredited@ 
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Maine Mental Health Institute 
Projected Five Year Budget 
(Based on 120 Census at Bangor Campus & 510 Censu~ at Augusta) 
( 
1977 - 78 
Bangor Resource Center2 (172) 
Personal Services $1,659,888 
All Other 688,647 
Capita 1 24,383 
Pooler Renov. 200.0004 
Unemployment Benefits & Train. 574, 5186 
Total 
Augusta Cam~us 3 
Personal Service~ 
All Other ,, 
Capital ·" 
RenovatiGi'fs 
Total ,,.>' .... 
.,,.#.r 
.Funds Avail ab 1 e for 
.,/ Community MH Services 
al MMHI Budget 
Funds Available: (LO 118) 
1350. 1 AMHI 
1350. 1 Unallotted 
1340.3 Food 
1340.4 Fuel 
Total Funds-Budget Document 
$3,147,436 
(808) 
$8,595,524 
1,762,499 
44,017 
107,000 
$10,509,040 
$ 350,000 
$14,006,476 
1977 - 78 
$7,392,088 
5,570.077 
450,744 
486,567 
$13,899,476 
1978 - 79 
( 172) 
$1,709,685 
723,195 
10,223 
$2,443,103 
(808) 
$8,853,390 
1,805,712 
28,401 
$10,687,503 
$1,135,494 
$14,266,100 
1978 - 79 
$7,576,375 
5,713,905 
467,136 
508,684 
$14,266,100 
1979 - so1 
(172) 
$1,846,460 
766,587 
11,213 
$2,624,260 
(808) 
$9,118,992 
1,914,055 
38,382 
$11,071,429 
$1 , 192 ,2695 
$14,887,958 
1980 - 81 1 
( 17 2) 
$1 , 994, 177 
827,914 
11 ,886 
$2,833,977 
(808) 
$9,848,511 
2,028,898 
40,684 
$11,918,093 
$1 ,251 ,8825 
$16,003,952 
1. Personal Services increased by 8% 1979-1982; All Other & Capital by 6%. 
2. $119,457 of costs for Prelease & ELC included in BMHI budget. 
3. $360,317 of costs of buildings occupied by other State departments 
included in AMHI budget. 
4. $107,000 available in Bond Funds. 
5. Funds for Community Services increased by 5% 1979-82. 
6. An additional $96,000 available in Central Unemployment Fund. 
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1981 - 82 1 
( 172) 
$2,099,711 
877,589 
12,599 
$2,989,899 
(808) 
$10,636,392 
2,150,632 
43,125 
$12,830,149 
$1,314 ,4755 
$17,134,524 
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Maine Mental Health Institute 
Projected Five Year Budget 
(Based on 120 Census at Bangor Campus & A Decreasing Census at Augusta) 
1977 - 78 1978 - 79 1979 - 801 1980 - 81 l 
Bangor Resource Center2 
Personal Services $1,659,888 $1,709,685 $1,846,460 $1,994,177 
All Other 688,647 723,195 766,587 827,914 
Capital 24,3834 10,223 11 , 213 11 ,886 
Pooler Renov. 200,0005 
Unemployment Benefits & Train. 574,518 
Tota 1 $3,147,436 $2,443,103 $_2, 624,260 $2,833,977 
Augusta CamRus 3 
Personal Services $8,595,524 $8,630,926 $8,623,464 $9,037,611 
All Other 1,762,499 1,770,624 1,837,363 1,905,698 
Capital 44,017 28,401 38,382 40,684 
Renovations 107,000 
Total $10,509,040 $10,429,951, $10,499,209 $10,983,993 
Census Decline ( 510) (494) ( 477) (460) 
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1981 - 82 l 
$2,099,711 
877,589 
12,599 · 
$2,989,899 
$9,462,887 
1,975,695 
43,125 
$11 ,481 , 707 
(443) 
,unds Available for 
Community MH Services $ 350,000 $1,393,046 $1,764,489 $2,185,982 $2,662,918 
Total MMHI Budget 
Funds Available: (LO 118) 
1350. 1 AMHI 
1350. 1 Unallotted 
1340.3 Food 
1340.4 Fuel 
Total Funds-Budget Document 
$14,006,476 $14,266,100 $14,887,958 $16,003,952 $17,134,524 
1977 - 78 
$7,392,088 
5,570,077 
450,744 
486,567 
$13,899,476 
1978 - 79 
$7,576,375 
5,713,905 
467,136 
508,684 
$14,266,100 
1. Personal Services increased by 8% 1979-1982; All Other & Capital by 6% 
2. $119,457 of costs for Prelease & ELC included in BMHI budget. 
3. $360,317 of costs of buildings occupied by other State departments 
included in AMHI budget. 
4. Funds for Community Services increased by 5% 1979-82. 
5. An additional $96,000 available in Central Unemployment Fund. 
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BANGOR MENTAL HEALTH INSTITUTE 
Additional Funds Needed to Maintain Accreditation 
If BMHI is to continue operating its psychiatric programs at the existing 
level, the institution will require $703,014 in addition to the Budget Recommen-
dation in (LO 118). The additional funds are necessary to comply with the 
J.C.A.H. Deficiency Report and maintain its accreditation. 
A comparison of the projected five year budgets for AMHI and BMHI is attached. 
Please note that the budget for BMHI for the 1977-78 fiscal year includes the 
$810,014 necessary to maintain accreditation. The Budget Document currently 
provides funding for 475 positions at a cost of $4,817,790. In order to satisfy 
the Deficiency Report, another 48 positions at a cost of $449,810 will be needed 
as well as $360,204 for renovations and environmental improvements. The BMHI has 
,o~ooo in Bond Funds for renovations. The net cost of maintaining accreditation 
is $703,014: 
PERSONNEL 
ENVIRONMENT 
PATIENT SAFETY 
CONTINGENCY (10% for Inflation & Contingencies) 
Less: Bond Funds Available 
Total Additional Funds Needed 
$449,810 
306,508 
20,950 
_l_?,746 
$810,014 
107 ,O_Q_Q 
$]03,014 
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BANGOR MENTAL HEALTH INSTITUTE 
Additional Funds Needed to Maintain Accreditation 
If BMHI is to continue operating its psychiatric programs at the existing 
level, the institution will require $703,014 in addition to the Budget Recommen-
dation in (LO 118). The additional funds are necessary to comply with the 
J.C.A.H. Deficiency Report and maintain its accreditation. 
A comparison of the projected five year budgets for AMHI and BMHI is attached. 
Please note that the budget for BMHI for the 1977-78 fiscal year includes the 
$810,014 necessary to maintain accreditation. The Budget Document currently 
provides funding for 475 positions at a cost of $4,817,790. In order to satisfy 
the Deficiency Report, another 48 positions at a cost of $449,810 will be needed 
as well as $360,204 for renovations and environmental improvements. The BMHI has 
$~07,000 in Bond Funds for renovations. The net cost of maintaining accreditation 
is $703,014: 
PERSONNEL 
ENVIRON ME NT 
PATIENT SAFETY 
CONTINGENCY (10% forJ~flation & Contingencies) 
//_.,/· .,;,// 
//' Les::/fcind Funds Available 
/ Total ?::i~itional Funds Needed 
/,) 
$449,810 
306,508 
20,950 
~746 
$810,014 
l_Ql_, OOQ_ 
$]012.Qli 
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Comparison of AMHI & BMHI 
Projected Five Year Departmental Budget 
(Based on Current Census-BMHI Accredited) 
Bangor Mental Health Institute2 
Personal Services 
A 11 Other 
Capital 
Renovation & Other Needs 
Augusta Mental Health Inst. 3 
Personal Services 
All Other 
Capital 
Total Budget for AMHI & BMHI 
Funds Available: (LD 118) 
1350. 1 AMHI 
1350. l Unalloted 
1340.3 Food 
1340.4 Fuel 
Total Funds-Budget Document 
1977 - 78 
(523) 
$5,267,600 
1,159,543 
10,9334 
360,204 
$6,798,280 
(600) 
$6,435,657 
1 , 431 , 536 
44,017 
$7,911,210 
$14,709,490 
$7,392,088 
5,570,077 
450,744 
486,567 
$l3,899,476 
1978 - 79 
(523) 
$5,425,628 
1,176,421 
10,223 
$6,612,272 
(600) 
$6,625,360 
1,463,367 
28,401 
$8, 117, 128 
$14,729,400 
$7,576,375 
5,713,905 
467,136 
508,684 
$14,266, l 00 
1979 - 801 
(523) 
$5,859,678 
1,247,006 
11 , 213 
$7,117,897 
(600) 
$7,155,389 
1,551,169 
38,382 
$8,744,940 
$15,862,837 
1980 - 81 l 
(523) 
$6,328,452 
1,321,827 
11,886 
$7,662,165 
(600) 
$7,727,820 
1,644,239 
40,684 
$9,412,743 
$17,074,908 
l. Personal Services increased by 8% 1979-1982; All Other & Capital by 6%. 
2. $119,457 of costs for Prelease & ELC included in BMHI budget. 
3. $360,317 of costs of buildings occupied by other State departments 
included in AMHI budget. 
4. $107,000 available in Bond Funds. 
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1981 - 821 
(523) 
$6,834,728 
1 , 401 , 136 
12,599 
$8,248,463 
(600) 
$8,346,046 
1,742,893 
43, 125 
$10,132,064 
$18,380,527 
( 
LIST OF MAINE COMMUNITY MENTAL HEALTH CENTERS 
I. Aroostook Area ----------·---- Aroostook Mental Health Center 
II. 
III. 
IV. 
v. 
VI. 
VII. 
Conununity General Hospital 
Fort Fairfield, Maine 04742 
Robert Vickers, ACSW, Director 
Eastern Maine Area----------- The Counseling Center 
43 Illinois Avenue 
Bangor, Maine 04401 
James Clark, Director 
472-3511 
947-0366 
Kennebec Valley Area-~------- Kennebec Valley Mental Health Center 
North Street 
Waterville, Maine 04901 
Carmen Celenza, M.A., Director 
Tri-County Area-------------- Tri-County Mental Health Services 
106 Campus Avenue 
Lewiston, Maine 04240 
873-2136 
J. Gregory Shea, Director 783-9141 
Cumberland-Portland Area----- Maine Medical Mental Health Center 
22 Bramhall Street 
Portland, Maine 04102 
Carl Jackson, M.D., Exec. Dir. 871-2355 
York Area-------------------- York County Counseling Services, Inc. 
P.O. Box 617 
Saco, Maine 04072 
Thomas J. Kane, DSW, Director 282-5976 
Bath-Brunswick Area---------- Bath-Brunswick Mental Health Center 
764 High Street 
Bath, Maine 04530 
Richard A. King, ACSW, Director 443-9793 
VIII. Pen-Bay Area----------------- Mid-Coast Mental Health Clinic 
385 Main Street 
AREA V MENTAL HEALTH BOARD 
79 Bramhall Street - Holt Hall 
Portland, Maine 04102 
Paul Adams 772-6222 
Rockland, Maine 04841 
William Barnum, M.D., Director 594-2541 
El 
LIST OF MAINE MENTAL HEALTH INSTITUTES 
Augusta Mental Health Institute 
P.O. Box 724 
Augusta, Maine 04330 
Charles Meredith, M.D., Superintendent 
Bangor Mental Health Institute 
P.O. Box 926 
Bangor, Maine 04401 
Joseph Saxl, Superintendent 
622-3751 
947-6981 
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1, (! 11 t C r 
.ounscl ing Center 
Adult Ll.1y Trciltmcnt Progr,1111 
/13 I 11 ino is /\ve. 
Bangor, Maine 
Bilngor Hcgional Reh,1l;ilitc1t.ion Center,·, 
P.O. !lox 8(ll 
flomarc. f~n;1d 
Bangor, Maine 
~!ultiple ll.1ndicap Center of Penobscot Valley 
103 Texas /\ve. 
Bangor, M,dne 
/\ b i l i t i ( • s a n cl Good w 11 l , 1 n c . ,', 
803 Furcst /Ive. 
PortL111d, Maine 
0 p p o r t u n i t: y T r a i n i I;£ C e n t e 1~ ,·, 
Presque Isle, Maine 
Mid-Co;1st R1•liabil ital. ion Center 
Owls !lead, Maine 
JJ/Jmcs U1il irnited ·k* 
{ io Str·eet 
Bang o r, tfa i n e 
Serenity !louse *-I< 
l' , 1 •· Ll a m.l , Ma in e 
Shalolll !louse ,h~ 
Portland, Maine 
EMVT1 
Ilagan Ho.vi 
Bangor, Mai11c 
Aroostook Mcnt,11 lleal:Lh Center· 
Adult D.1y Trci1tmcnt 
F O r t f a i r [ i C 1 d , Ha i 11 C 
/\roost.1H1k Me11t·;1l llc;iltli Cr111..er 
/\ l co Ii n I i c R ~~ '1 ;di i 1 i t a L i on Ce n L e r 
Limest.one, Mi1ine 
Bangor 11.11 (way House 
Cumberl;rnd Street 
!3angor, Maine 
.. ;, )( 
-.,':·.': 
These [.Jcilitics provide Ll1e classical Sheltered Workshop Program, 
8/11/76 
** T 11 c s e f .1 c i 1 i t i e s p r o v i d c a v a r i c t y o f s t r u c t u r c d 1 i v i n g s it u a t i on s w i t h V o c a t i on a 1 
Rchabil itation and e111ploy111cnl an integral part of their program, 
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COOPERATIVE AGREEMENT BETWEEN 
AUGUSTA MENTAL HEALTH INSTITU'T'F 
AND 
BATH-BRUNSWICK AREA MENTAL HEALTH CENTER 
FOR THE PERIOD JULY 1, 1976 to JUNE JO, 1977 
1. Introduction 
E4 
We, the undersigned representatives of Augusta Mental Health Insti-
tute, hereafter referred to as the Institute or AMHI, and the Bath-
Brunswick Area Mental Health Center, hereafter referred to as the Center 
or B-BAMHC, commit these organizations to a cooperative aP,reement re-
garding the care, treatment, and rehabilitation of persons mentally ill. 
The parties to the agreement recognize that "'T'he objective of Modern 
treatment of nersons with major mental illness is to enable the natient 
r to maintain himself in the community in a. normal manner. To do so, it 
is necessary (1) to save the patient from the debilitatin8 effects of 
institutionalization (2) to return him to home and community life as 
soon as possible, and (J) thereafter to maintain him in the community 
as long as possible. 11 (Action for Mental Health, 1961.) The pur~1ose 
of this agreement is to insure the most effective and appropriate 
treatment to the disturbed person by definin~ the role and resnonsi-
bility of each organization, by assurinr:; continuity of treatment, and 
by assurinv, the availability of comnrehensive services. Both parties 
recognize that the Center ha8 the primary resnonsibility for meetinv 
the mental health needs in its service area. 'T'he Institute has the 
responsibility for continuing treatment including extended inpatient 
care .. The Cumberland Unit of the Hospital and the Center should be 
viewed as a coordinated system within which context gaps in service can 
be filled and informed decisions can be made and implemented as to what 
services are needed and how they can best be provided. 
( 
Cooperative Agreement 
Between AMHI & B-BAMHC 
II. General Provisions of the Agreement: 
pae;e 2. 
A. Channels of communication and lines of aut~ority and respon-
sibility of patient care. 
1. a. Authority and responsibility for patient care is vested 
in the clinical director of whichever facility the 
patient is currently carried as an active case. Stated 
in simpler terms: unless the patient is carried as an 
active patient by the Cumberland Unit-AMHI, authority 
and responsibility for patient care will rest with the 
Director of Mental Health Services of B-BAMHC. 
b. Patients on short leave and/or convalescent status (c.s.) 
are considered to be the responsibility of the CenteP. 
The Center is to be notified in each instance of release 
on C.S. If there are court orders or jurisdiction per-
taining, such orders, holds, etc. shall remain in effect. 
c. It is agreed that when members of the staff of AMHI par-
ticipate in the care of a patient in the community, th~t 
this will be done in the name of and under the director 
of the B-BAJ'ITHC. 
2. Communication between AMHI and B-BAMHC occurs on several 
levels. 
a. In matters of broad policy the line connects the ~uper-
intendent and Center Director, with the Cu"tJberland Unit 
Director included for the purpose of information and 
comment. 
h. In imnlementation, the line connects the renter Director 
and'or his desip;nate to the Cumberland Unit Director wjth 
the A1\lfJH Superintendent included for information and 
comment. 
---·-- .. - --· ····---- - ____________ ·:--::: .••.• ·- ---·.::. __ ---:--::;-::-=-:;-·--
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Cooperative Arreement 
netween A;vf"HI & B-BAMHr 
E6 
c. In r1atters relatinp: to specific patients, communication 
~ay occur between any a0propriate staff member of both 
facilities with the Cumberland Unit Director a.nd B-BAMHC 
Director included for information as appropriate. 
J. This policy is to be implemented throuGh reeular meetines be-
tween the administrative s ta.ff of both the B-BAJIIBC and Cum-
berland Unit of A',,mr. In addition, the Director of Cumberland 
Unit is invited to attend the meetings of the Board of Direc-
tors of B-BM1HC. It is hoped that the Director of Cumberlrl.nd 
Unit will attend as frequently as possible. Members of the 
Cumberland Unit SLaf'f are invited to attend appropriate staff 
meetings of the B-BAMHC on a regular basis. Members of the 
aftercare team of B-BAMHC will partic:lpate on a regular basis 
in team rrnetings at the Cumberland Unit. .Meetings between the 
Center Director a.nd the Superintendent of AMHI wi.11 be arrane;ed 
on a.n as needed basis" 
III. Specific Provisions of the A~reement: 
A. The Augusta Menta.l Heal th Institute aGrees to provide up to 
$5,000 in medication to the Center for the fiscal year 
July 1, 1976 throuGh June JO, 1977, said t,5,000 to be trans-
ferred to A:mr from the Bureau of Hen tal Heal th Community 
Grant-in-Aid Fund. Orders for specific medication will be 
periodically submitted by the Center directly to A"/1HI & 
B. The Center acrees to provide a comprehensive continued care 
program for patients discharged or on C. S. from AMIU by 
ensuring the provision of the following services: 
P' 
\ 
~ i 
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1. Inpatient Service 
2. Outpati0nt Service 
E7 
3 .. 
4. 
Partial Hospitalization (Activity thera~y and socialization) 
~nergency intervention service 
5. Foster-Boarding and Nursing Home placement and. replRcement 
(in cooperation with AMHI staff) 
6. Vocational rehabilitation and job placement 
7. Psychotropic medication 
8. Educational classes for Nursing and Boarding Homes as 
appropriate and needed. 
C. The Center agrees to screen 90'/ o.f all referrals to AMHI f'or 
its Catchment Area (The Center cannot be held responsible for 
screening persons committed to AMHI by the court or from 
residential correctional facilities outside of our catchment 
D. The Center agrees to attempt to admit less than 0.5 patients 
per thousand of the catchment area population during the 
fiscal year. 
E. The Center agrees to attempt to maintain less than one in-
patient per thousand in the catchment area population at AMHI 
at any one time during the f'iscal year. 
F. The Center agrees to provide accurate information of the con-
tinued care provided by B-BAMHC. This information will be 
provided in the form of' a copy of the B-BAMHC af'tercare monthly 
statistical renort and shall be submitted by the 15th of the 
following month or as soon thereafter as is practicable. 
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G. The Center agrees to provide discharge planning services in 
order to facilitate the transition and placement of the 
patient in his community. The Institute· a8rees not to place 
patients in the community without the knowledge and approval 
of the Center's aftercare staff. 
H. The Center agrees to encourage and implement staff sharing 
a.rrangemer1 ts with AMHI. 
I. The Institute will provide treatment for periods anticipated 
to be of about three to six weeks or more duration or an in-
patient basis as dictated by the needs of the individual 
patients .. The Institute will also provide short-term (less 
than 3 weeks) treatment to patients for whom the inpatient 
facility of the Center is inappropriate. The Center will 
provide or arrange for other necessary mental health programs 
as appropriatee 
Jo That the Institute and the Center will engage in joint educa-
tional efforts whenevEr feasible. 
K. That patient records will when appropriate, and consistent 
with applicable statutes and policies, be mutually shared with 
the staff of a participatine agency for the welfare of the 
patient. 
L. Periodic evaluation meetings will be held by representatives 
of both Institute and the Center at the discretion of either 
party in order to insure continuity and comprehensive patient 
careo 
M. This agreement may be amended at any time upon discussion and 
mutual agreement by both parties. Such amendments shall be 
documented and become a part of this agreement. 
~ .- ~ - . 
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N. This agreement shall be reviewed at least annually by the 
chief administrative officer of the Center and the Institute. 
This agreement may be terminated by either party upon six 
months written notice to the other, and upon vote of the 
governinG body of the terminating party. 
---- __:_A,A..f_+-· =..C----
Strperin tend nt, AMHI r 
-- ·--·-·- -·-----· 
Director, AMHI, Cumberland Unit 
9 (-/--c,J 
---- ---
Date 
.tfllAJ.~ 
President, Bo~ of Directors 
A~mc 
__ {.,_;,~:?~ I(, If 7,(. 
Date 
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COOPERATIVE AGREEMENT BETWEEN THE AUGUSTA MENTAL HEALTH INSTITUTE 
AND KENNEBEC VALLEY MENTAL HEALTH CENTER 
I. Introduction 
We, the undersignedv representatives of the Augusta Mental Health 
Institute, hereafter referred to as "the Inst.itute" or "AMHI" 
and the Kennebec Valley Mental Health Cent~r~·hereafter referred 
to as "the Center" or "KVMHC",commit these organizations to a 
cooperative agreement regarding the care, treatment, and rehabili-
tation of persons mentally ill. The parties to the agreement 
recognize that "The objective of modern treatment of persons 
with major mental illness is to enable the patient to maintain 
himself in the community in a normal manner. To do so, it is 
necessary (1) to save the patient from the debilitating effects 
of ins ti tutionaliz at ion, ( 2) to return him to home and corrirnuni ty 
life as soon as possible'' (Action For Mental Health 1961). The 
purpose of this agreement is to insure the most effective and 
appropriate treatment to the disturbed person by defining the 
role and the responsibility of each organization, by assuring 
continuity of treatment, and by assuring the a~ailability of 
comprehensive services. Both parties recognize that the Center 
has the primary responsibility for meeting the mental health needs 
in its service area. The Institute has a responsibility for 
continuing treatment, including extended inpatient care. Unit III 
of the Institute, and the Center should be ~viewed as a coordina-
ted system within which context gaps in service can be filled 
and informed decisions can be made and implemented as to what 
services are needed and how they can best be provided. 
II. General provisions of the agreement: 
A. The sharing of medical and clinical record information 
between the Institute and the Center shall be subject 
to the laws relating to confidentiality. 
B. Channels of c01mnunication and lines of authority 
and responsibility of patient care: 
l(a) The authority and responsibility for the 
pati~nt 0 s care is vested in the dhief 
executive officer or his designate(s) 
of whichever facility the patient is 
currently carried as an active case. 
Stated in simpler terms - if the client 
is an active case of the Ken-Som team, 
the superintendent, or his designate of 
AMHI is responsible; if the patient is 
a resident of the Centec's catchment area 
and not an active case of AMHI, the 
executive director of the Center or his 
designate is responsible. 
III. 
r 
( 2) 
(b} The Center will provide appropriate and 
available mental health services to all 
clients (including those discharged or 
Ell 
on convalescent status from AMHI in the 
catchment areaf providing necessary fiscal 
resources, appropriate programs, and sufficient 
space ajre availabl~: 
(c} AMHI will not discharge patients (Excluding 
elopements or patients discharging themselves 
"against medical advice") without the active 
participation and recommendation of the Center 
executive director or his designate. 
(d) Staff members of AMHI may provide services 
to clients in Center programs only when such 
.AMHI staff member (s) is accepted for pro-
viding service by the Center executive 
director's designate. Such acc~pted staff 
shall be assigned by and clinically respon-
sible to the Center executive director or 
his designate when functioning in a Center 
program, or providing treatment to a Center 
client. 
(e) Implementation of the policies of this 
cooperative agreement is to be facilitated 
through regular meetings between the 
administrative staff of both KVMHC and the 
Ken-Som team of AMHI. Members of the Ken-Som 
team staff are invited to attend appropriate 
staff meetings at KVMHC on a regular basis. 
Members of the aftercare team of KVMHC will 
participate on a regular basis in team 
meetings of the Ken-Som team. Meetings 
between the Center director and superintendent 
of AMHI will be arranged on an as-needed basis. 
Additionally, the superintendent or his desig-
nate is invit~d to attend the meeting of the 
Board of Directors of KVMHC. Similarly, the 
executive director of KVMHC or his designate 
is invited to attend the analogous AMHI 
policy-making body's meetings. 
Specific provisions of this agreement: 
A. The Center agrees to screen 90 percent of all 
referrals to AMHI from its catchment area, and 
abide by the Institute's admission policies. 
B. AMHI agrees to provide the Center during fiscal 
year 1976: 
(1) $28,000 in medications, said $28,000 to be 
transferred to AMHI from that portion of the DMH&C 
Community Grant-in-Aid fund which is designated for the 
Center. Orders for the prescriptions shall be-specifi-
cally submitted by the Center directly to AMHI. Prepara-
tion charges up to 17 percent for medication prescrip-
tions will be absorbed by the Center. 
--------------·· ----·----
( 3) El2 
(2) Other cooperative agreements between the Center 
and AMHI shall be attached to this agreement as (! appendices. 
C. In order to predict, develop, and prepare comprehensive and 
coordinated services for the long term inpatient needs of 
the population at risk in the Center cat~hment area, the two 
agencies agree to establish a joint committee whose agendae 
shall consist of the following: 
(1) Review each" Center admission to AM.HI to 
establish its relevance and appropriateness 
given the ideals embodied in the introduction 
of this cooperative agreement. 
(2) Develop written criteria for admissions to 
AMHI of Center catchment area patients by 
Center staff and for the maintenance of 
catchment area inpatients at AMHI. 
The chief executive officers of the agencies 
shall each appoint an appropriate number of 
people to serve on this committee. 
D. The Center and AMHI agree to provide accurate and 
appropriate information of the continued care provided by 
each agency giving supportive services. Information shall 
be completed monthly and submitted by the 15th of the following 
month or as soon thereafter as practical. 
E. The Center will send completed referral forms to AMI-II within 
48 hours of admission of a Center client by Center staff. 
F. The Center and AMHI agree to encourage and implement staff 
sharing arrangements. 
G. The Institute will provide long-term treatment on an 
inpatient basis as dictated by the needs of the individual 
patients. The Institute will also provide short~term (less 
than three weeks) treatment to patients for whom the 
inpatient facility of the C~nter is inappropriate or tempo-
rarily unavailable. 
H. The Institute and the Center will engage in joint 
educational efforts. 
I. In all cases possible, a jointly written and agreeable 
treatment plan will be prepared by .representatives of the 
two staffs. The service to the client within this treatment 
plan may include: ( l) inpatient services, ( 2) outpatient 
services, including psychotropic medications, (3) partial 
hospitalization services, ( 4) emergency intervention ( 24-hour 
services) . 
('7 
. \ 
( 4) 
J. Whenever the Center provides such services to a former 
AMHI patient, AMHI agrees to.provide the Center with: 
E13 
(1) a treatment summary that shall include: (a) the patient's 
mental and physical status upon admission, (b) the type and 
course of treatment received by the patient during his (her) 
stay at AMHI, (c) a medical history including data i-elevant 
to the use of psychotropic medication, ( d) a record of the 
patient's medication regimen, and his (her) response to it, 
and (e) recon@endations for further treatment. 
(2) A consent to treatment form must be signed by each AMHI 
F patient prior to the Center joining in the treatment plan. 
K. Periodic evaluation meetings will be held by representatives 
of both the Institute and the Center at the discretion of 
either party, in order to insure continuity and co~prehensive 
patient care. 
L. This agreement may be amended at any time upon discussion and 
mutual agreement by both parties. Such amendments shall be 
documented and become a part of this agreement. 
M. This agreement shall be reviewed at least annually by ~he 
chief administrative officer of the Center and the Institute. 
N. This agreement may be terminated by either party upon six 
months written notice to the other and upon vote. of the 
governing body of the terminating party. 
O. This contract will take effect when signed by the individuals 
specified below, and will expire on 30 June, 1976. 
/jvM~) Ch~~ 
Richard T. Chamberlin, M.D. 
President 
Board of Directors 
Kennebec Mental Health Association 
Date: February 25, 1976 
Health Institute 
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d. 
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M
ental H
eal th 
U
nit 
w
o
rker 
o
n
 
w
e
ekly basis 
p
rio
r 
to
 discharge 
o
n
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o
n
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c
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U
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s
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n
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w
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ealth U
nit W
orker). 
Team
s 
w
ill designate 
a 
person 
to
 
telephone M
ental H
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n
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w
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a
s
e
s
, 
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o
m
m
u
nication problem
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D
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m
e
n
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a
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w
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to
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b. 
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"
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D
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E
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-
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ill 
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e
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the 
D
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D
iscuss M
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to
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least 
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um
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w
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discharge planning 
w
ith 
clien
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n
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eding 
_
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ealth U
nit 
s
e
r
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ices. 
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nit 
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e
r
vices. 
A
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r M
ental H
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e
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a
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n
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w
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a
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c
a
s
e
s
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c
o
m
m
u
nication problem
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a
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ation. 
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,, 
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HI 
P
rovide discharge planning 
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placem
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n
u
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w
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the D
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AM
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N
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u
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c
c
u
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N
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a
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_
w
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o
n
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 provide CHS, 
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s
taff 
w
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CHS. 
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w
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c
o
n
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-
s
e
rvice 
education 
re6
c1rd1ng M
ental H
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U
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to
 CMHC 
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taff 
a
s
 
;.ppropriate. 
T
his 
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ent 
sh
all be 
o
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re
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arties 
p
erio
d
ically
. 
If 
terinination 
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is 
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ent is 
to
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c
o
n
sidered. 
90 days 
w
ritten
 
n
o
tice 
m
u
st be given 
to
 
e
a
ch 
.party. 
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.
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uperintendent 
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te 
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-
-
-
-
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' / 
C
arl Jackson,' M
.D
., 
D
irector 
Com
m
uni~y M
ental H
ealth C
enter, M
aine M
edical C
enter 
.t \__., 
'i-71!-77 
E
xec~tive D
ire 
~
o
m
m
u
nity H
ealtli S
ervices, 
Inc. 
W
itness 
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r
-/ 
id-
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.PENOBSCOT BAY MEDICAL CENTER 
GLEN COVE, ROCKLAND, MAINE 04841 
February 18, 1977 
\ 
Chief of Staff 
Augusta Mental Health Institute 
Augusta, Maine 04330 
EXECUTIVE OFFICE 207-594-9511 
I, Robert J. Dreher, M.D., Chief of the Medical Staff of Penobscot Bay Medical 
Center, request that you enter into this Transfer agreement with our physicians 
to provide care for patients with these specific categories of emergency diseases 
when transferred upon the request of the patient's physician. 
This transfer agreement is developed to meet the requirements of Pl 93-154 and 
our requirements under the EMS program. We expect it to stimulate the standar-
exchange and training as well as to help with 
appropriate feedback to our Hospital. 
signed areas 
below whens 
that Haine Medical Center, which has the capability in the 
provide care for patients in the specific categories signed 
transfer is requested by the locaH physician. 
P~ychiatrlc: ·Psychiatric problems sufficiently 
severe as to threaten the patient's 
-~~- other per~}th or safety ~~=-~~~f 
CHARLES E. MEREDITH, M.D., SUPERINTENDENT 
Augusta Mental Health Institute, Augusta, Maine 
February 25, 1977 
( 
Addendum to the Cooperative Agreement between 
Augusta Mental Health Institute 
and Tri-County Mental Health Center 
E21 
The purpose of this addendum is to warrant the continuation 
of the Cooperative Agreement between the Augusta Mental Health 
Institute and the Tri-County Mental Health Center s.igned December 10, 
1975, and now in effecta 
The provisions of this continuation are: 
a.) that a joint letter of endorsement of the 
agreement from the Executive Director of the 
Tri-County Mental Health Center and the Unit 
Director for· the Tri-County Team at Augusta 
Mental Health Institute be forwarded to the 
President, Board of Directors, Tri-County Mental 
Heal th Center and the Superintend.ent of the 
Augusta Mental Health Institute on a quarterly 
basis subsequent to this date. 
b .. ) that any changes in the terms of the Cooperative 
Agreement be effected in writing over the 
signature of all parties to the Agreemente 
c.) that change or cummulation of changes considered 
by any one signatory to require a wholly new 
cooperative statement shall be cause to undertake 
the process of re-negotiating a new Cooperative 
Agreement .. 
UNIT DIRECTOJi, 
UNIT III TH CENTER 
DATE DATE 
~ 1( 
MEMORANDUM OF UNDERSTANDING 
Recognizing the responsibility of the State of Maine to patients 
discharged into the community and a mutual desire to build a un-
ified and coordinated mental health system, the AMIII enters into 
an agreement with Tri-County Mental Health Center. 
The Augusta Mental Health Institute agrees to empl_oy on the state 
payroll $42,735 in salaries and retirement benefits and to pro-
vide $20,000 in medication for the fiscal year July 1, 1974 
through June 30, 1975. 
Tri-County Mental Health Center agrees: 
1-To provide a comprehensive continued care program for patients 
discharged from AMHI by ensuring the provision of the following 
services: 
a. Inpatient services 
b. Outpatient services 
c. Partial hospitalization 
d. Emergency intervention services 
e~ Foster-Boarding and Nursing home placement and replace-
ment 
f. Activity therapy and socialization 
g, Vocational rehabilitation and job placement 
h. 
i. 
Psychotropic medication 
Training and consultation 
ing homes which have AMHI 
to foster, boarding and nurs-
former residents: 
~ 2-To screen 90% of all referrals to AMHI from your catchment area. 
3-To admit less than .7 patients per thousand of the catchment 
area population during the fiscal year. 
4-To maintain less than .8 inpatients per thousand in the catchment 
area population at AMHI at any one time during the fiscal year. 
5-To provide accurate information of continued care workload of 
Tri-County Mental Health Center. The forms will be provided by 
AMHI and shall be completed monthly and submitted by the 15th of 
the following month. 
6~To provide discharge planning services in order to facilitate 
,the transition and placement of the patient in his comm~ni~y. 
]~To provide properly completed forms and at ieast two months' 
notice of plans to hire staff under this agreement. 
8-To submit to AMHI by September 1, 1974 a continued care program 
description and clearly defined, time-specific goals and objec-
tives of planned improvements in continued care services for the 
fiscal year 1974-75. 
9-To encourage and implement two-way staff sharing arrangements 
with AMHI. 
d c id:~.~:fr--=~1:~~~;~~~:_~~~:~or 
Chief, Tri-County U~ Tri-Cty.Mental Health Center 
( 'I)\ ' Ao_) 0~'.J ' 
-"'--JA~J .. &-:'._ ·--·--·· r~~tc~~--
President of ard . 
Date 0L~'!---------------
-----------· .. ------------
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COOPERATIVE AGREEMENT BETWEEN 
AUGUSTA STATE HOSPITAL 
TRI-COUNTY UNIT 
AND 
TRI-COUNTY MENTAL HEALTH SERVICES 
E23 
We, the undersigned representatives of AUGUSTA STATE HOSPITAL, hereafter 
referred to as the HOSPITAL, and TRI-COUNTY MENTAL HEALTH SERVICES, hereafter 
referred to as TRI-COUNTY MENTAL HEALTH SERVICES, commit these organizations 
to a cooperative agreement regarding the care, treatment, and rehabilitation 
of persons mentally ill over and including the age of 16 years.and their 
families. Tri-County Mental Health Services includes the Franklin and Oxford 
County Clinics, and this agreement specifically includes these clinics. The 
parties to the agreement recognize that 11The objective of modern treatment 
of persons with major mental illness is to enable the patient to maintain 
himself in the community in a normal manner. To do so, it is necessary (1) to 
save the patient from the debilitating effects of institutionalization as 
much as possible, (2) if the patient requires hospitalization, to return him 
to home and community life as soon as possible, and (3) thereafter to maintain 
him in the community as long as possible. 11 (Action for Mental Health, 1961) 
The purpose of this agreement is to insure the most effective and appropriate 
treatment to the disturbed person by defining the role and responsibility of 
each organization, by assuring continuity of treatment, and by assuring the 
availability of comprehensive services. Both parties recognize that Tri-County 
Mental Health Services has the pr'imary responsibility for meeting the mental 
health needs in its service area. The Hospital has the responsibility for 
continuing treatment including extended inpatient care. The Tri-County Unit 
of the Hospital and Tri-County Mental Health Services should become a co-
ordinated system within which context gaps in service can be filled and 
E24 
( 2) 
and informed decisions can be made implemented .-1s to what services are needed 
and how they can best be provided. 
The provisions of the agreement are as follows: 
1. That any person eligible for and requiring services of either 
organization be referred to the organization best suited to 
provide such services; provided that adequate space, personnel 
and equipment are available for such service. The Tri-County Mental 
Health Services is responsible for the initial evaluation of all 
applicants to the mental health system. Community resources shall 
be used as an alternative to state hospitalization, if it is 
determined to be in the best interest of the client. 
2. That no person shall be denied service for reason of race, creed, 
color, national origin, or age (except that, by statute, admission 
to the Hospital is restricted to those individuals age 16 and over). 
3. That any person eligible for admission to the Hospital will also 
be eligible for services at the Tri-County Mental Health Services, 
and that Tri-County Mental Health Services will give priority to 
formerly hospitalized patients for outpatient services when their 
progress is such that further treatment can best be given in the 
community. 
4, That Tri=County Mental Health Services will provide 24-hour emergency 
service including evaluation of prospective admissions to the Hos-
pital and will, whenever possible, schedule these admissions by 
appointment with the Hospital. For those applicants requiring 
services other than specialized mental health services, the Center 
will be responsible for making the appropriate referrals. 
.. , 
tr' ,\ 
(3) 
5. That the Hospital and Tri-County Mental Health Services will 
cooperate to facilitate early return and placement of the 
patient in his community. 
6. The Hospital and Tri-County Mental Health Services will encourage 
and implement staff sharing arrangeinents between the two organi-
zations. 
7. That the Hospital and Tri-County Mental Health Services will 
engage in joint educational efforts. 
8. That patient records will be mutually shared, where appropriate, 
with the staff of a participating agency for the welfare of the 
patient. 
9. Periodic evaluation meetings will be held by representatives of 
both the Hospital and Tri-County Mental Health Services at the 
discretion of either party in order to insure continuity and 
comprehensive patient care. 
10. This agreement becomes effective as of the date of approval. 
11. This agreement may be amended at any time upon discussion and 
mutual agreement by both parties. Such amendments shall be 
documented and become a part of this agreement. 
12. This agreement shall be reviewed at least annually by the chief 
administrative officer of the Center and the Tri-County Unit. 
This agreement may be terminated by either party upon six months 
written notice to the other, and upon vote of the governing 
body of the terminating party. 
E25 
President, Board of Directors 
TRI-COUNTY MENTAL HEALTH SERVICES 
Unit Director, TRI-COUNTY UNIT 
AUGUSTA STATE HOSPITAL 
\~ //JI) c--· .C---;> 
·J !-{(t{.(2-= -~ .-·-- C ___._____, 
Executive Director 
TRI-COUNTY MENTAL HEALTH SERVICES 
I Introduction 
· COOPERATIVE AGRE.m.ENT BETWEEN 
AUGUSTA MENTAL HEALTH INSTITUTE 
AND 
YORK COUNTY COUNSELING SERVICES, INC. 
E26 
I -
( 
We, the undersigned representatives of Augusta Mental Health Institute, 
hereafter referred to as the Institute or A.MRI, and York County 
Counseling Services, Inc~, hereafter referred to as the Center or YCCS, 
commit these organizations to a cooperative agreement regarding the 
care, treatment, and rehabilitation of persons mentally ill. The 
parties to the agreement recognize the "objective of modern treatment 
of persons with major mental illness is to enable the patient to 
maintain himself in the community in a normal manner .. To do so, it is 
necessary (1) to save the patient from the debilitating effects of 
institutionalization as much as possible, (2) if the patient requires 
hospitalization, to return him to home and community life as soon as 
possible, and (.5) thereafter to maintain him in the community as lonr 
as possible .. " 
The purpose of this agreeme,nt is to insure the most effective and 
appropriate treatment to the disturbed person by defining the role and 
responsibility of each organization, by assuring continuity of treat-
ment, and by assuring the availability of comprehensive services. Both 
parties recognize the mental health Center has the primary responsibi-
lity for meeting the mental health needs in its service area. The 
Institute has the responsibility for continuing treatment including 
extended inpatient care$ The Southwest Coastal Unit of the Hospital 
and the mental health Center should be viewed as a coordinated system 
within which context gaps in service can be filled and informed deci-
sions can be made and implemented as to what services are needed and 
how they can best be provided. 
II General Provisions of the Agreement: 
A Channels of communication and lines of authority and responsibility 
of patient care .. 
1. Authority and responsibility for patient care is vested in the 
clinical director or his delegate of whichever facility the 
(?) E27 
patient is currently carried as an active case0 Unless 
the patient is carried as an active patient by the SWCU-
AMHI, authority and responsibility for patient care will 
rest with the Clinical Director of YCCS or his delegate, the 
Director of the Aftercare program@ It has been agreed that 
\ 
when members of the staff of Ar1HI participate in the·care of 
a patient in the community, that this will be done in the 
name of and under the direction of the YCCS .. 
2 .. Communication between Al1HI and YCCS occurs on several levels: 
a) In matters of broad policy the line of communications will 
be between the Superintendent and Center Director, with 
the (SWCU) Director included for the purpose of information 
and comment .. 
b) In matters of specific program planning, development and 
implementation, the chief communication is between the 
Director of the Aftercare :Program and the SWCU Director 
with the Al1HI Superintendent and the Center Director in-
~ eluded for information and comment@ 
c) In matters relating to specific patients, communication 
may occur between any appropriate sta.ff member of both 
facilities with the SWCU Director and YCCS Director 
included for information as appropriate0 
3 .. This policy is to be implemented through regular monthly 
meetings between the administrative staff of both the YCCS 
and SWCU of AflHI@ In addition, the Director of SWCU is 
expected to attend the meetings of the Board of Directors of 
YCCS as possible& 
4 .. The designated staff of both AMHI and YCCS will participate 
conjointly in predischarge planning for each patient .. 
5. Members of the SWCU staff are invited to attend the staff 
meetings of the Aftercare team on a regular basis® Members 
of the Aftercare te,am of YCCS will participate on a regular 
basis in team meetings at the SWCU .. Meetings between the 
Center Director and the Superintendent of .AHHI will be 
arranged on an as needed basis@ 
---------- ---------~--- ------- --------------
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B The MIHI will accept YCCS referr·a1 of patients with the limits 
(') of laws and statutes. 
( 
C York CoW1ty Counseling Services, Inc .. , agrees: 
1. To provide or insure the provision of a comprehensive con-
tinued program for patients discharged from .AM.HI by ensuring 
the provision of the following services: 
b
a) Inpatient services 
) Outpatient services 
c~ Partial hospitalization 
d Emergency intervention services 
e Foster-boarding and nursing home placement as a priority 
function 
~
fl Activity therapy and socialization 
Vocational rehabilitation and job placement when possible 
Psychotropic medication 
2.. To screen 90°fe of all referrals to Al'1HI from your catchment 
area .. 
3. To admit less than @8 patients per thousand of the catchment 
area population at AI1HI during the fiscal year* 
pt:, 
4 .. To maintain less than :Z patient per thousand in the catchment 
area population at Al'1HI at any one time during the fiscal 
year .. 
5. To provide accurate information of continued care workload o:f 
YCCS. The forms will be provided by AMHI and shall be com-
pleted monthly and submitted by the 15th of the following month .. 
6 .. To provide discharge planning services in order to facilitate 
the transition and placement of the patient in his community. 
7 .. To encourage and implement staff sharing arrangements with AM.HI .. 
III Specific Provisions of the Agreement: 
A That any person eligible for and requiring services of either 
organization be referred to the organization best suited to provide 
such services; provided that adequate space, personnel and equip-
ment are available for such service .. The recommendations of 
appropriate staff of each organization will be accepted by the 
others as their own0 
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B That no person shall be denied service for reason of race, creed, 
color, national origin, or agee 
C That the Hospital and the Center will cooperate to facilitate 
early return and placement of the patient in his community .. 
D Periodic evaluation meeting3will be held by representatives of 
both the Hospital and the Center at the discretion of either 
party in order to insure continuity and comprehensive patient care@ 
E This agreement may be amended a·t any time upon discussion and 
mutual agreement by both partieso Such amendments shall be 
documented and become a part of this agreement. 
G This agreement shall be reviewed at least annually by the chief 
administrative officer of the Center and the Hospital. This agree-
ment may be terminated by either party upon six months written 
notice to the other, and upon vote of the governing body of the 
termination party0 
l-. 
YCCS 
August 20, 1975 
Date 
DEPARTMENT OF MENTAL ~~EALTH & CORRECTIONS 
* 
• ;i'i·Stote Offke Bu;/d;ng----~--___ -cc__ ___ re_/e:_h_o_n_e_(20~)-2_8_9_-3_1_61 ________ -------~~:~:~_:_~-~-a=in=e.~43_!_~_ 
\ _;};J';>-1 GEORGE A. ZITNA Y, Commissioner 
REGULATIONS FOR LICENSING OF MENTAL HEALTH FACILITIES 
(MRSA, T, 34, C, 183, Sec, 2052--A) 
A license as a mental health facility as defined in Title 34, section 2052-A 
will be issued subject to the following requirements: 
I, Service(s) and Location(sl 
The specific service to be provided and the location at which such 
service will be provided will explicitly be designated by the applicant for 
licensing to operate, conduct or maintain a mental health facility, If more 
than one service is to be provided in a single location, each service must 
be listed. 
II. Health and Safety 
The facilities of the applicant agency shall meet acceptable standards for the 
use made of the facility to insure that the health and safety of the clients 
and the staff are assured. 
The applicant is required to demonstrate that the facility or facilities 
housing the service have been inspected and approved by the State Fire 
Marshall's office. Any waiver of the requirements of the Life Safety Code 
must be approved by a representative of the inspecting agency. 
If food services are provided within the facility, the applicant must show 
that the facilities for the preparation and service of food have been 
inspected and apptoved by the Department of Human Services. 
The applicant must show that any facility not utilizing a public water system 
or a public sewerage disposal system has been inspected and approved by the 
Department of Human Services, 
III. Staff 
All staff personnel performing professional services which are defined by law 
as requiring a license or certification shall be so licensed or certified by 
the appropriate state licensing agency. All professional services shall be 
provided as controlled by appropriate professional practice acts and in full 
conformity with existing law, 
A roster of all personnel working within each service shall be maintained by 
the applicant and a record of the credentials of each staff member shall be 
maintained by the applicant. In the absence of specific credentials of a 
staff member, a notation of his/her competencies in patient care shall be 
made which shall include the name of the professional attesting to such 
competency. Such records shall be available for review at the time of 
licensing inspection. 
Fl 
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IV. Records 
A treatment plan of each patient/client shall be maintained at the site where 
the individual patient/client is served. 
The permanent comprehensive case record shall indicate the services provided 
to each patient/client, including the date and nature of the service provided 
and by whom the service was provided. The record shall contain a clear 
definition of the patient's/client's problem, who advised or ordered the 
service being provided and the goals to be reached by the provision of the 
service. An active treatment plan shall be included as well as other medical 
information as needed for treatment/education of the client. 
Records and information relative to patients/clients and the services provided 
to them shall be maintained in a fashion to assure confidentiality in 
accordance with Chapter 495 of the Public Laws of 1975 effective 1 October 1975. 
Patient records shall be available for inspection by the licensing agency to 
assure compliance with licensing requirements. 
V. Professional Responsibility for Services. 
Services defined in statutes as professional activities shall be rendered only 
by professional individuals licensed, certified or registered in accordance 
with law. Mental health services, not limited by law, which are provided by 
individuals who are not so licensed, certified or registered, shall be performed 
only on the specific written prescription of such professionals who shall assume 
responsibility for the provision, quality and results of such pr~scribed service. 
Any such service provided on professional prescription shall be reviewed no 
less often than once in one hundred twenty (120) days~ or after twelve (12) 
service sessions, whichever is earlier, by the prescribing professional who 
shall include in the patient/client record, a summary of the results of the 
review, and a new prescription if the service is to be continued. 
The applicant shall provide or make provision for the availability of necessary 
services for individual clients/patients, including but not limited to: 
outpatient care, inpatient care, medical service, emergency service, diagnostic 
evaluation and training. 
VI. Peer Review 
A system of periodic peer review, review of professional performance by one's 
colleague of the same profession, acceptable to the Department shall be 
operational within the facility. The purpose of said review is to insure that 
care given such patients/clients is necessary, is acceptable in quality and is 
rendered in the most appropriate setting. The review shall be based on 
standards established.by members of the same profession as those whose 
activities are being reviewed. Deviations from established standards shall 
be reviewed by members of the profession of the individual whose work is being 
reviewed. 
Records of such peer review shall be kept and shall be available at the time 
of licensing inspection. A notation on each reviewed patient/client chart 
shall be made of each review, but the details of the peer review need not 
appear in each individual patient's/client's record, 
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VII. Fees 
A schedule of fees for services shall be made available to each client/patient 
individually, or it shall be posted in the facility for public view. 
VIII. Complaints 
A procedure for responding to complaints of patients/clients or the public 
shall be established, including provision of notice of such complaint procedure 
to each client/patient and to the public. A record of all complaints under 
the procedure shall be kept and shall be available for review at the time 
of licensing inspection. 
IX. Accreditation by a Nationally Recognized Agency 
In the event that the agency has received certification or accreditation of 
its service or elements of its services by the Joint Commission on Accreditation 
or Medicare such service or elements of its services may, at the discretion 
of the Department be considered to have met the requirements of Regulations III 
to VI inclusive. 
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